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William Beaumont Army Medical Center

Uniform Business Office and Coding Compliance Plan

Introduction

The Surgeon General of the Army introduced a requirement for each Army Medical Treatment Facility to establish a Uniform Business Office Compliance Plan and to perform regularly scheduled compliance audits.  The Department of the Army, Office of the Surgeon General, on 9 April 2003 issued a directive to incorporate coding compliance within the plan creating a UBO & Coding Compliance Plan.  The following is the William Beaumont Army Medical Center, Uniform Business Office and Coding Compliance  Plan structured to meet the guidelines as set forth by The Surgeon General and the Office of the Inspector General  (OIG) of the Department of Health and Human Services (DHHS) and the Department of the Army Surgeon General.  
Purpose of the Compliance Plan

The purpose of the Uniform Business Office (UBO) Compliance  and Coding Plan is to provide uniform guidance for billing, documentation, and coding activities in the UBO and to ensure coding compliance.  This plan also outlines collection compliance guidance for the Medical Services Account (MSA), Third Party Collection Program (TPCP), and Medical Affirmative Claims (MAC).  It also provides medical documentation and coding guidance for the Medical Records Administration Branch and all MTF coders.  The UBO & Coding Compliance Plan is a comprehensive strategy to ensure the submission of consistently accurate coding of medical documentation and the submission of claims, and will ensure the UBO employees and administrative personnel providing these services comply with the applicable laws, regulations and policies relating to its participation in these programs. 
Responsibilities
It will be the responsibility of each employee of this facility that has a role in the UBO and Coding process to read and become familiar with the contents of this plan.  Each applicable employee will be provided a copy of the plan which will be maintained for reference at their work area; and each applicable employee will be responsible for reporting any violations of this plan utilizing the reporting procedure developed for this purpose.  Violations will be managed as outlined in Appendix A.
UBO Overview

The purpose of the Uniform Business Office is to consolidate collection processing, analysis, and reporting of accounting related activities.  This is organized under one umbrella to maximize allowable health care cost recovery within compliance guidelines to support the operational and readiness mission of the Military Health System.
Ethical Guidelines

All UBO, MRAB, and Departmental coders (including contracted coders) are expected to abide by the requirements set forth in this Compliance Plan, as well as all applicable laws, rules and regulations.  All employees will conduct business and personal activities with the highest level of integrity.  In general, no employee shall make, file or use any false, fictitious, or fraudulent statements or documents in connection with the delivery of, coding of, or billing for, health care benefits, items or services.  No employee shall falsify, conceal or cover up a material fact in the performance of his/her duties.  Function specific ethical guidelines are outlined in Appendix B.
Coding and Billing Practices

A. Third Party Collection employees will follow the business rules and procedures outlined in Appendix C, the procedures as outlined in DoD 6010.15-M., Uniform Business Office Manual, Chapters 4 & 5, and AR 40-400, Patient Administration, Chapters 13 and 14.
B. Medical Services Accounts employees will follow the procedures as outlined in DoD 6010.15-M, Chapters 3 and 6, and AR 40-400, Chapters 11 and 12.
C. Coding employees will follow the official coding guidelines promulgated by CMS (formerly HCFA), the National Center for Health Statistics, the American Medical Association and the American Health Information Management Association as prescribed by DHHS in The Office of the Inspector General’s Compliance Program Guidance  for Hospitals, Chapter 2, and as outlined in Appendix C.
D. All employees will read and become watchful for the areas of risk, concern, fraud and abuse as outlined in Appendix F.
Training and Education

A.  Completion of all mandatory training outlined in this document will be recorded each applicable employee's Competency Assessment File (CAF).  All new employees involved with the UBO/Coding & Billing process will receive an initial training session which will cover the topics and guidance set forth in this plan before they begin their assigned duties during their initial inprocessing.  (Normally within each employee's first 30 days of employment).
C.  WBAMC Coding & Billing employees will attend semi-annual UBO & Coding compliance training at a minimum.  Training may be conducted in-house or via relevant training by an outside agency.   UBO & Coding process training needs are outlined in Appendix F.  Any recurring training or education that is adaptable to WBAMC’s Intranet Online Training will be converted to that format.
D.  Clinical Staff, Interns, Residents and other non-privileged practitioners will receive training and education in documentation in three phases.

1.  Initial training for both inpatient and outpatient documentation will occur during the Initial physician training provided by the Patient Administration Division. 

           2.   Each applicable employee will complete all documentation training requirements as outlined in (i) his/her Current Education Status Report (MEPS), or (ii) other announced on-line or class-room training requirements.
            3.  Department level training will occur during the Commander’s designated monthly training period.  This will include interaction between the providers and the coding staff on Department specific documentation and coding issues.  
E.  Data User training and education will be provided by IMD during initial CHCS/ADM user training.  MCD will give each provider an outline of available data sets and services provided by the Decision Support Branch.   The Patient Administration Division (PAD) will provide coding assistance as required.   

Audit and Evaluation

A. Semiannually, the UBO Manager and MSA Officer will review and document adherence to the Minimum Internal Controls as outlined in DoD 6010.15-M, 

Chapter 4.

B. Pursuant to AR 11-2 (Management Control), the WBAMC Management Control Program Administrator will include the Management Control Evaluation Checklists as outlined in AR 40-400 on: (i) the Medical Affirmative Claims Program, (ii) the Medical Services Account, (iii) Patient Eligibility for Care in Army Treatment Facilities, and (iv) the Third Party Collection Program.
C. The WBAMC Uniform Business Office Compliance Audit Checklist, Appendix G-1, will be completed quarterly by an appointed disinterested individual. 

D. The Chief, MRAB will oversee coding and documentation as outlined in Appendix C. The results and recommendations will be presented to the UBO and Coding Compliance Committee for review and follow-up action/recommendations.

E. External audits of coding and documentation processes will be performed semi-annually utilizing either MEDCOM resources or contract auditors.  The PAD will coordinate audit scheduling and results through the Internal Review & Audit Compliance Office.

F. Annually the UBO & Coding Compliance Committee will initiate a review of the implementation and effectiveness of this plan.  The Management Control Checklist contained in Appendix G-2 will be utilized to perform this review.  The completed Internal Control Check list will be forwarded through the UBO & Coding Compliance Officer to the Chief of Staff for review.   

UBO & Coding Compliance Officer and UBO & Coding Compliance Committee 

A. A UBO & Coding Compliance Officer will be appointed by the Chief of Staff.  The responsibilities of the UBO & Coding Compliance Officer are as outlined in Appendix H.

B. A UBO & Coding Compliance Committee will be a sub-committee of the WBAMC Data Quality Review Committee until such time as a WBAMC Compliance Committee is established.  The configuration and responsibilities of the UBO & Coding Compliance Committee is as outlined in Appendix H.

Revisions of the UBO & Coding Compliance and Coding Plan
This UBO & Coding Compliance Plan is intended to be flexible and readily adaptable to changes in regulatory requirements and in the healthcare system as a whole. This Plan shall be reviewed annually and modified, as necessary.  Any proposed revisions to this UBO & Coding Compliance Plan shall be presented to the UBO & Coding Compliance Officer for staffing and submission for approval by the MTF Commander.  
 Closing Statement
The compliance program as presented in this document is intended to establish a framework for effective billing, coding and legal compliance by the UBO and MRAB. It is not intended to set forth all of the substantive programs and policies of the UBO that are designed to achieve compliance.  The UBO has already established various compliance policies and those policies as well as any future policies will be a part of its overall legal compliance enforcement program.
   Appendix A - Compliance Violations

DHHS, Office of Inspector General (OIG) Focus
The DHHS OIG believes that the compliance program should include a written policy statement setting forth the degrees of disciplinary actions that may be imposed upon health care professionals for failing to comply with the hospital’s standards and policies and applicable statutes and regulations. Intentional or reckless noncompliance should subject transgressors to significant sanctions.  Such sanctions could range from oral revocation (subject to any applicable peer review procedures), termination or financial penalties, as appropriate.  The written standards of conduct should elaborate on the procedures for handling disciplinary problems and those who will be responsible for taking appropriate action.   Department managers may manage some disciplinary actions, while others may have to be resolved by a senior hospital administrator. Disciplinary action may be appropriate where a responsible employee’s failure to detect a violation is attributable to his or her negligence or reckless conduct. Personnel should be advised by the hospital that disciplinary action will be taken on a fair and equitable basis. Managers and supervisors should be made aware that they have a responsibility to discipline employees in an appropriate and consistent manner.  It is vital to publish and disseminate the range of disciplinary standards for improper conduct and to educate employees regarding these standards. The consequences of noncompliance should be consistently applied and enforced, in order for the disciplinary policy to have the required deterrent effect. All levels of employees should be subject to the same disciplinary action for the commission of similar offenses. 

UBO & Coding Compliance Violation Procedures

The Patient Administration Division in conjunction with the UBO & Coding Compliance Officer needs to be prepared to conduct compliance audits in response to employee or patient complaints concerning the billing process.  Failure to respond promptly to a complaint will raise questions regarding the facility's commitment to compliance.  Complaints must be taken seriously, and employees need to understand that they may make complaints without fear of retribution.  A process for the reporting of suspected compliance violations will be developed and all employees subject to these compliance standards will be made aware of the process. Upon the identification of a UBO & Coding compliance problem, UBO/MRAB management has a responsibility to take appropriate corrective actions to prevent further similar offenses.
Responses to non-compliant conduct can include, but are not limited to, modification of the coding and billing system where necessary, policies and procedure adjustments, engaging in steps necessary to reduce the error rate, and increasing auditing and/or monitoring activity.

Violations: Below are common compliance violations that can result in disciplinary action.

· Involvement in non-compliant conduct and/or activity
· Failure to report known non-compliant conduct and/or activity.
· Supervisors who were aware or should have been aware of non-compliant conduct or activity and failed to correct deficiencies.
Investigations: The UBO & Coding Compliance Officer will assess each reported violation and form a panel of disinterested individuals to determine if an actual violation occurred.  If so, and the individual(s) involved are part of the UBO and MRAB staff, a determination will be made as to whether the conduct was the result of one or more of the following: simple negligence, gross negligence, and/or willful and knowing acts/omissions. If the individual(s) involved are outside the UBO & MRAB staff, the UBO & Coding Compliance Officer will forward the panel’s findings to the Chief, Patient Administration Division, who will present the findings to the appropriate Department head. A record of all reported complaints, the panel findings, and the final outcome will be created and secured by the Office of The Chief, Patient Administration Division.  The individual reporting the violation will be protected from retribution.  Those individuals who knowingly make false violation reports will be handled within current disciplinary guidelines.
· Simple Negligence and/or Inadvertent Conduct: If it is determined, after investigation that the noncompliant conduct occurred as a result of simple negligence or inadvertence, the matter shall be handled by the appropriate supervisor, who shall inform the UBO & Coding Compliance Officer of the offense and corrective action taken to address the problem. Any individual dissatisfied with the corrective action imposed by his/her supervisor may appeal the decision to the Chief, Patient Administration Division in accordance with WBAMC policy or as contained in Article XXVII – Disciplinary and Adverse Actions, in the Agreement with the American Federation of Government Employees, Local 2516. Such appeal shall be in writing to the Chief, Patient Administration Division stating the reasons why the corrective action is not appropriate. The Chief, Patient Administration Division shall schedule a meeting with the employee, within a reasonable time, to review the request and make recommendations to the Deciding Official, either to affirm or modify the corrective action. 
· Willful, Knowing Conduct and/or Gross Negligence: If it is determined, after investigation, that noncompliant conduct occurred as a result of willful and knowing action or gross negligence, then the matter shall be referred to the Chief, Patient Administration Division for his/her action. The Chief, Patient Administration Division shall review the circumstances and make a recommendation as to the appropriate corrective action, if any, in light of all available information, to the Deciding Official. A civilian employee who is dissatisfied with the corrective action imposed by the Deciding Official may utilize standard appeal procedures contained in Article XXVII – Disciplinary and Adverse Actions, in the Agreement with the American Federation of Government Employees, Local 2516.
Corrective Action: Appropriate corrective measures shall be determined on a case by case basis. Corrective action can include, but is not limited to:
· Additional training 
· Written warning 
· Suspension without pay 
· Demotion 
· Termination 
Appendix B - 1
Basic obligation of public service
Public service is a public trust. Each employee has a responsibility to the United States Government and its citizens to place loyalty to the Constitution, laws and ethical principles above private gain. Each employee shall respect and adhere to the principles of ethical conduct stated below and in the implementing standards contained in 5 CFR § 2635 and in supplemental agency regulations. 
General principles. The following additional general principles apply to every employee and may form the basis for the standards contained in this part. Where a situation is not covered by the standards set forth in this part, employees shall apply the principles set forth in this section in determining whether their conduct is proper.
1.    Employees shall not hold financial interests that conflict with the conscientious performance of their assigned duties.  
2.    Employees shall not engage in financial transactions using nonpublic Government information or allow the improper use of such information to further any private interest.

3.    An employee shall not, solicit or accept any gift or other item of monetary value from any person or entity seeking official action from, doing business with, or conducting activities regulated by the employee's agency, or whose interests may be substantially affected by the performance or nonperformance of the employee's duties. 
4.    Employees shall put forth honest effort in the performance of their duties. 
5.    Employees shall not knowingly make unauthorized commitments or promises of any kind purporting to bind the Government. 
6.    Employees shall not use public office for private gain. 
7.    Employees shall act impartially and not give preferential treatment to any private organization or individual.
8.    Employees shall protect and conserve Federal property and shall not use it for   other than authorized activities. 

9.    Employees shall not engage in outside employment or activities, including seeking   or negotiating for employment, that conflicts with their official Government duties and responsibilities. 

10. Employees shall disclose waste, fraud, abuse, and corruption to appropriate authorities. 

11. Employees shall satisfy in good faith their obligations as citizens, including all just  financial obligations, especially those-such as Federal, State, or local taxes-that are imposed by law.

12.  Employees shall adhere to all laws and regulations that provide equal opportunity for all Americans regardless of race, color, religion, sex, national origin, age, or handicap. 

13.  Employees shall endeavor to avoid any actions creating the appearance that they are violating the law or the ethical standards set forth in this part.  Whether particular circumstances create an appearance that the law or these standards have been violated shall be determined from the perspective of a reasonable person with knowledge of the relevant facts. 
Related statutes. In addition to the standards of ethical conduct set forth in this part, there are conflict of interest statutes that prohibit certain conduct.  Criminal conflict of interest statutes of general applicability to all employees, 18 U.S.C. 201, 203, 205, 208, and 209, are summarized in the appropriate subparts of this part and must be taken into consideration in determining whether conduct is proper.  Citations to other generally applicable statutes relating to employee conduct are set forth in subpart I and employees are further cautioned that there may be additional statutory and regulatory restrictions applicable to them generally or as employees of their specific agencies.  Because an employee is considered to be on notice of the requirements of any statute, an employee should not rely upon any description or synopsis of a statutory restriction, but should refer to the statute itself and obtain the advice of an agency ethics official as needed. 
5 CFR § 2635.101
Appendix B - 2

Ethical Guidelines

The Uniform Business Office recognizes the Ethics of Coding below as an acceptable Standard of Conduct.

Ethics of Coding – The standards below were developed by American Health Information Management Association (AHIMA) Council on Coding and Classification to give medical coders ethical guidelines for performing their tasks.  They are intended to impart the responsibility and importance coders have as members of the healthcare team and to support them as dignified professionals.

In this era of payment based on diagnostic and procedural coding, the professional ethics of health information coding professionals continues to be challenged.  To help ensure WBAMC maintains accurate clinical and statistical data, each coding employee will exercise due professional care to ensure compliance with the standards outlined below.  The following standards for ethical coding, developed by the AHIMA’s Coding Policy and Strategy Committee and approved by the AHIMA’s Board of Directors, are offered to guide coding professionals in this process.* 

1. Coding professionals are expected to support the importance of accurate, complete, and consistent coding practices for the production of quality healthcare data.

2. Coding professionals in all healthcare settings should adhere to the ICD-9-CM (International Classification of Diseases, 9th revision, Clinical Modification) coding conventions, official coding guidelines approved by the Cooperating Parties, *the CPT (Current Procedural Terminology)) rules established by the American Medical Association, and any other official coding rules and guidelines established for use with mandated standard code sets.  Selection and sequencing of diagnoses and procedures must meet the definitions of required data sets for applicable healthcare settings.

3. Coding professionals should use their skills, their knowledge of currently mandated coding and classification systems, and official resources to select the appropriate diagnostic and procedural codes.

4. Coding professionals should only assign and report codes that are clearly and consistently supported by physician documentation in the health record.

5. Coding professionals should consult physicians for clarification and additional documentation prior to code assignment when there is conflicting or ambiguous data in the health record.

6. Coding professionals should not change codes or the narratives of codes on the billing abstract so that meanings are misrepresented.  Diagnoses or procedures should not be inappropriately included or excluded because payment or insurance policy coverage requirements will be affected.  When individual payer policies conflict with official coding rules and guidelines, these policies should be obtained in writing whenever possible.  Reasonable efforts should be made to educate the payer on proper coding practices in order to influence a change in the payer’s policy.

7. Coding professionals, as members of the healthcare team, should assist and educate physicians and other clinicians by advocating proper documentation practices, further specificity, and resequencing or inclusion of diagnoses or procedures when needed to more accurately reflect the acuity, severity, and the occurrence of events.

8. Coding professionals should participate in the development of institutional coding policies and should ensure that coding policies complement, not conflict with, official coding rules and guidelines.

9. Coding professionals should maintain and continually enhance their coding skills, as they have a professional responsibility to stay abreast of changes in codes, coding guidelines, and regulations.

10. Coding professionals should strive for optimal payment to which the facility is legally entitled, remembering that it is unethical and illegal to maximize payment by means that contradict regulatory guidelines.

_______________________________________________________________ *The Cooperating Parties are the American Health Information Management Association, American Hospital Association, Health Care Financing Administration, and National Center for Health Statistics.  All rights reserved.  Reprint and quote only with proper reference to AHIMA’s authorship.

Coding and Billing for Services

We (the employees of the WBAMC Uniform Business Office) must take great care to assure all billings to Government and to private insurance payers, for care provided at WBAMC and its subordinate elements, reflect truth and accuracy and conform to all pertinent Federal and state laws and regulations.  This document prohibits any of us from knowingly presenting or causing to be presented claims for payment or approval that are false, fictitious, or fraudulent.

We will operate oversight systems designed to verify claims are submitted only for medical care that (i) was actually provided, and (ii) is fully supported in patients' medical records. These systems will emphasize the critical nature of complete and accurate documentation of services provided.  As part of our documentation effort, we will strive to ensure we maintain current and accurate medical records.

Any entity engaged to perform coding and/or billing services must have the necessary skills, quality assurance processes, systems, and appropriate procedures to ensure all billings for Government and commercial insurance programs are accurate and complete.  When coding and/or billing services are to be performed by a contractor, WBAMC prefers to contract with such entities that have adopted their own ethics and compliance programs.  Third-party billing entities, contractors, and preferred vendors that we consider must be approved consistent with the DoD policy on this subject.

Accuracy, Retention, and Disposal of Documentation and Records

We must exercise due professional care to ensure the integrity and accuracy of WBAMC's medical and billing records, not only to comply with regulatory and legal requirements but also to ensure the records are available to defend our business practices and actions.  None of us will alter or falsify information on any of WBAMC's medical or billing records.

Medical and business documents and records are retained in accordance with the law and other applicable record retention policies.  Medical and business records include paper documents such as letters and memos, computer-based information such as 
e-mail or computer files on disk or tape, and any other medium that contains information about the MTF or its business activities.  No one is authorized to tamper with records, or remove or destroy them prior to the specified date.

Patient Information

We all receive information about the patient’s medical condition, history, and medication to generate the most accurate claim possible.  We realize the sensitive nature of this information and are committed to maintaining its confidentiality.  We do not release or discuss patient-specific information with others unless it is necessary to serve the patient or required by law.
We must never disclose confidential information that violates the privacy rights of our patients.
Patients can expect that their privacy will be protected and that patient specific information will be released only to persons authorized by law or by the patient’s written consent.
APPENDIX C

WILLIAM BEAUMONT ARMY MEDICAL CENTER

MRAB CODING COMPLIANCE PLAN

SECTION I.  INTRODUCTION
The Office of Inspector General (OIG) of the Department of Health and Human Services recognizes that this voluntary compliance plan can be a significant factor in the battle to reduce fraud, waste and abuse in Federal, State and private health care programs.  The OIG believes that voluntary compliance programs have become a necessary element to manage the various departments and divisions of health care organizations.  Establishing a compliance program is an appropriate approach for assisting Health Information Management Administrators and health care professionals in efficient management of areas at risk for fraud, waste and abuse.  Compliance programs are especially critical in reimbursement areas, where claims and billing operations are often the object of government intervention.  Compliance programs offer an organization the opportunity to improve quality and reduce waste while developing a central coordinating source for information and guidance on Federal and State regulations and procedures.

The ultimate goal of this compliance program is to provide guidance to the Medical Record Administration Branch (MRAB) managers, employees, and committees to identify and prevent improper conduct.  When necessary, the MRAB will implement a prompt / thorough investigation and institute any appropriate corrective actions.  Each section should exercise due diligence in attempting to deter, detect and correct improper conduct by its employees and managers.

The OIG recognizes that the implementation of this compliance program will not entirely eliminate fraud, waste and abuse.  However, a sincere effort by health care professionals to comply with Federal and State laws and regulations through an effective compliance program may be a mitigating factor toward reducing a medical treatment facility’s (MTF) administrative liability under the OIG’s authority. In addition, the OIG may support reduced penalties where it can be demonstrated that an effective compliance program was in place before a criminal or civil investigation began.

As previously stated, this compliance plan  is an evolving document.  Therefore it may be modified or expanded as more information and knowledge is collected by the OIG’s Office of Enforcement and Compliance.  This compliance plan has the full support and commitment of the Hospital Governing Board, Chief, Patient Administration Division and Chief, Medical Record Administration Branch.

SECTION II.  MISSION STATEMENT
The mission of the MRAB is to develop / implement health information management policies and standards to ensure: (i) consistency, accuracy and reliability of the coded data in the providers' database, (ii) assure sound and ethical coding practices, and provide a sufficient audit trail if coding practices are questioned by the Government, payer or other third party.  This is a dynamic document that reflects official coding guidelines and fills in the blanks when specific situations are not addressed in the official guidelines.

The standards will be made available to and reviewed by all health information coding professionals  and annually updated as needed.
SECTION III.  STANDARDS OF CONDUCT

The MRAB is committed to promoting ethical standards of conduct with an emphasis on fraud, waste and abuse and awareness as set forth in the following:

A. OPM Standards of Conduct

B. American Health Information Management Association

C. Army Regulations

D. DOD Directives

E.  Federal Guidelines

SECTION 1V.  RESPONSIBILITY

Ultimate authority for coding compliance lies with the Supervisory Medical Record Technician (SMRT).  The SMRT will represent Inpatient/Ambulatory Record Sections on the UBO and Coding Compliance Committee.

SECTION V.  POLICIES AND PROCEDURES

A. Standard of Ethical Coding.  

Each person working at WBAMC whose primary duties involve coding will be required to sign and date the following statement, initially at the time of employment and annually thereafter.

        I have read and understand these Standards of Ethical Coding and agree to abide by them at all times.  If at any time I have reason to believe one of these standards has been violated by any internal or external entity, I will report the incident in accordance with the WBAMC Uniform Business Office and Coding Compliance Plan. 
_________________________________________________________               

Employee Signature                           Date

Each applicable individual will have documentation in his/her Competency Assessment File to prove he/she had read these standards annually.
B. Internal Coding Practices.

1. Inpatient Coding.  

a. The Coding Professional Should:

(1)  Code diagnoses and procedures utilizing:

(a) The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) or current revision or Current Procedural Terminology following the Official Guidelines for Coding and Reporting developed by the cooperating parties and documented in Coding Clinic for ICD-9-CM published by the American Hospital Association.
(b) Tri-Service Disease and Procedure Coding Guidelines ICD-9-CM (Encl 1).

(c) Professional Services and Outpatient Coding Guidelines.

(d)  American Hospital Association (AHA) Coding Clinic
(e) Uniform Health Definition Data Set (UHDDS) Definitions.

(f) Department of Defense (DOD) Coding Hotline.

(2)  Adhere to guidance as outlined in:

(a)  Army Regulation (AR) 40-66.

(b) Joint Commission on Accreditation of Healthcare Organization (JCAHO).          

(c) Local policies/directives.

(3) Comply with the following to improve the accuracy, integrity and quality of patient data, ensure minimal variation in coding practices, and improve the quality of the physician documentation within the body of the medical record to support code assignments: 

(a) Code diagnoses and procedures utilizing The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM).

(b) Code inpatient diagnoses and procedures in accordance with Uniform Hospital Discharge Data Set (UHDDS) definitions for principal and additional diagnoses and procedures as specified in the Official Guidelines for Coding and Reporting.

(4) To achieve consistency in the coding of diagnoses and procedures, coders must:

(a) Thoroughly review the entire medical record as part of the coding process in order to assign and report the most appropriate codes;

(b) Adhere to all official coding guidelines as stated in this policy;

(c) Assign and report codes, without physician consultation/query, for diagnoses and procedures that are not listed in the physician’s final diagnostic statement only if those diagnoses and procedure are specifically documented in the body of the medical record by a physician directly participating in the care of the patient, and this documentation is clear and consistent.

(d) Ensure that areas of the medical record which contain acceptable physician documentation to support code assignment include the discharge summary, history and physical, emergency room record, physician progress notes, physician orders, physician consultations, operative reports and physician notations of intraoperative occurrences. When diagnoses or procedures are stated in other medical record documentation (nurses notes, pathology reports, radiology reports, laboratory reports, EKGs, nutritional evaluation and other ancillary reports, the attending physician must be queried for confirmation of the condition.  These conditions must also meet the coding and reporting guidelines outlined in AHA Coding Clinic, 2Qt, 1990.

(e) Use documentation of a licensed treating physician or those approved by the Hospital Command for hospital coding purposes which would include the following: attending physician, consulting physician, surgeons, interventional radiologist, and anesthesiologist. Pathology results and consultations may be coded if they further clarify the attending physicians diagnosis otherwise the physician will need to be queried and any additional diagnoses will be recorded in the progress notes.  For example – if the attending physician’s final diagnosis is TIA but the consultant stated CVA with infarct – TIA would be coded but the attending physician would be queried and he/she will be asked to document the record (progress note) with the additional diagnosis. The attending physician will document whether or not he concurs with the consulting physician.   

(f) Utilize medical record documentation to provide specificity in coding, such as utilizing the radiology report to confirm the fracture site or referring to the EKG to identify the location of a myocardial infarction.

(g) Ensure a coding summary – Composite Health Care System (CHCS) cover sheet is placed within the medical record of all discharged patients.  A coding summary must contain all reported ICD-9-CM diagnosis and procedures codes, and their narrative descriptions, patient identification, and admission and discharged dates.  The summary may also include discharge disposition, and DRG assignment and description. The coding summary should be a system-generated abstract. The summary must be kept as a permanent part of the medical record.

(h) Use the physician’s wording if the default to the computer diagnostic/procedural wording does not match. If the discharge summary/OP-10 or narrative summary do not match the attending physician’s principal diagnosis, the physician who entered the discharge summary/OP-10 or dictated the narrative summary will be queried as to the discrepancy and he/she will be asked to resolve the variation in the diagnosis with the attending physician.  For example – If the principal diagnosis in the discharge summary/OP-10 is “chronic renal insufficiency” and the attending physician’s progress notes states “chronic renal failure” – chronic renal failure will be coded but the physician will be queried to consult with the attending physician in order to assure that resolution regarding the correct final diagnosis is reached and coded appropriately if necessary. 

(i) Query physicians for clarification when documentation is conflicting or ambiguous, unspecified or general in nature (when clinical clues may suggest more specific information), unclear, incomplete, or supportive or suggestive of a certain clinical condition, but is not stated as such by the physician.  Ask the physician to add information to the record before assigning a code that is not supported by documentation using the attached clarification form, attachment #2. Responses must be documented within the record in the form of an addendum with a current date.  Queries should not be interpreted as leading the physician to a specific diagnosis.  
(j)  Revise the codes if the physician disagrees with code selection following all sequencing and official guidelines.

(k) Maintain a positive working relationship with physicians through ongoing communication,  education, and open dialogue.

b. The Coding Professional Should Not:

(1) Add diagnosis codes solely based on test results.

(2) Misrepresent the patient’s clinical picture through incorrect coding or add diagnoses/procedures unsupported by the documentation in order to maximize reimbursement or meet insurance policy coverage requirements.

(3) Report diagnoses and procedures that the physician has specifically indicated he/she does not support.

c. Coding Resources. The following resources will be maintained in close proximity to each coder’s workstation.  These coding references are periodically (at least annually) checked to ensure that the coding resources described are available and up-to-date.

  (1)   U p-to-date ICD-9-CM and CPT codebooks

(2)  A medical dictionary

(3)  A Physician’s Desk Reference

(4)  A current subscription to American Health Information Management Association (AHIMA’s) Coding Clinic for ICD-9-CM

(5)  A current subscription to American Medical Association’s (AMA’s) CPT Assistant

 (6)   Professional Services and Outpatient Coding Guidelines.
 (7)    HCPCS coding manual 

 (8)   Merck Manual

(9)   AR 40-66

(10) DoD Guidelines

 (11)   Evaluation and Services  Guidelines
2. Steps Taken to Review a Medical Record:

a.   The inpatient treatment record will be reviewed as discussed in Section V, B., 1a(4).

b.  A final review of the inpatient treatment record (ITR) will be made by the coder to assure that additional documentation received after the ITR has been coded does not affect the initial coding or documentation on the final CHCS cover sheet.  If the additional documentation affects the coding, the coder will make the corrections as necessary and if there are any questions or discrepancies, the physician will be queried. 

c. Coding will be based upon documentation of a licensed treating physician i.e. attending; consulting physicians; surgeons; interventional radiologist;  anesthesiologist; pathologist; cardiologists who are interpreting EKG,  echoes, or other diagnostic tests; radiologists reading x-rays or those providers approved by the Hospital Command. 

d. When an official source does not provide guidance for gray areas based on diagnosis/procedures, i.e. alcohol abuse vs dependence especially if no intervention/treatment was taken; seizures vs epilepsy; stroke unspecified; urosepsis; renal failure versus renal insufficiency; hypertension; diabetes mellitus (Type I vs Type II, controlled vs uncontrolled); perioperative anemia (Kaiser Permanente); unstable angina vs chest pain secondary to coronary artery disease (CAD); pathology report vs stated diagnosis in documentation, a query will be sent to the attending physician for clarification and the response will be documented in the record (progress note).

e.  Lab and x-ray test results will be used if they further clarify the attending physician’s diagnosis, for example, if the pathology report states the patient has mesenteric adenitis but the attending states that the diagnosis is acute appendicitis, attending the physician will  be queried as  to the discrepancy and the coding will be based upon guidance from the attending physician.  If the final diagnosis is changed by the attending, a note will be entered by the physician as to the change in the diagnosis. 

f.   The medical staff committee will approve the guidelines to help ensure appropriate coding specificity.  
g. The UBO and Coding Compliance committee will be notified of any coding practices or problems that may indicate fraudulent or abuse patterns or practices that need to be remedied and for clarification on specific coding policies or procedures and reporting of suspected fraud, abuse or waste. If there is no resolution through the UBO and Coding Compliance Committee, then the Compliance Officer  will be notified for further action.

h. Use Optional Codes when appropriate (e.g., for DNR, restraints, etc.).
i. E-Codes will be used in accordance with DOD guidelines.

j.    Coding accuracy will be achieved and in accordance with Data Quality compliance standards directed by Patient Administration Systems and Biostatistics Activity (PASBA).

k.  Diagnosis and procedural codes will not be changed without the knowledge and approval of the department that assigned the original codes.  If there is a disagreement between the coding and billing staff, the issue will be forwarded to the appropriate supervisor for resolution.  When necessary, the appropriate supervisor will forward the issue to the UBO and Coding Compliance Committee for resolution.  If further action is needed the Compliance Officer will be notified.

l.  When abnormal test results or other findings on a report that have not been addressed in the physician documentation or when inconsistent or conflicting documentation appears in the record, the physician will be queried and he/she will document in the record (progress note).

m.  AHA coding guidelines and/or DOD Coding Guidelines will be followed when resolving disputes with physicians or disagreements/coding questions with other coders, supervisors, payers, consultants, etc. If the disputes cannot be resolved internally, PASBA Coding Hotline will be consulted.

n.  When a new device or technology not yet addressed in the classification system is used,  guidance regarding selection of the most appropriate code will be received from the physician. If an appropriate code cannot be identified, the DOD coding hotline will be consulted.

o.  PASBA will be notified if any perceived errors or inappropriate edits are found in Encoder-Grouper.

3.  Documentation Requirements

a.   AR 40-66 and WBAMC Regulation 40-66

b.  Claims will only be submitted when appropriate documentation supporting them is present in the medical record and available for audit and review.

c.  If documentation is missing from the record which fundamentally affects coding, all attempts will be made to locate the pertinent documentation by querying the physician, researching for any loose documentation; and by electronically reproducing any available documentation.  If the documentation is not sufficient or is not found, the medical record will be closed as incomplete per WBAMC guidance AR 40-66.           

C. Qualifications, Orientation/Training, and Assessment
1.  This section applies to all personnel working at WBAMC whose primary responsibilities involve providing healthcare, coding, coding audit, or billing functions.

2. Training and education will begin at the new employee’s orientation.

3. Documentation on all education and training efforts will be filed in each employee’s Competency Assessment File (CAF). Attendance rosters/sign-in sheets will be retained for all class-room training.
4. Orientation for healthcare providers, coders, coding auditors, and billing personnel will include:

(a) Standards of Conduct 
(b)   Requirements for reporting of compliance violations 
(c) Prior to implementation, an overview of concepts / procedures for Industry Based Workload Alignment (IBWA).  

5. Additional Orientation for coders, coding auditors, and billing personnel will include, as appropriate:
(a)   Review of the UBO and Coding Compliance Plan.
(b)   Coding policies and procedures

(c) The requirement that, upon discovering a coding error, coding auditors will return the record to the responsible coder to review the record. If the coder does not agree with the coding auditor’s assessment, or if the coder has further questions, he/she will contact the coding auditor for clarification (and when appropriate, the coding auditor will obtain any additional required supporting documentation).
6.  Additional Training for Physicians includes: 
(a)   New Physician Orientation

(b).  3M education on Evaluation and Management as negotiated by Army

(c) Based on purchase of external audit services, Physician training will be    focused on areas determined to need improvement.

7. Qualifications for coding will include:

(a) Strong knowledge base in complete and accurate clinical documentation in all healthcare settings and for all healthcare disciplines

(b) Strong knowledge base and experience in appropriate coding

(c) Knowledge of the conventions, rules, and guidelines for multiple classification systems

(d) Knowledge of multiple regulations, standards, policies, and requirements pertaining to clinical documentation and coding

(e) The ability to interpret and implement regulatory standards

(f) The ability to interpret legal requirements

(g) An established rapport with physicians and other healthcare practitioners

(h) Strong interpersonal skills

(i) Strong communication and presentation skills

(j) Strong analytical skills

(k) Basic computer skills

8. Assessment of coding skills and additional training requirements
(a) The DRG/ADM Record Coordinator will perform random reviews of ITRs for Data Quality and forward the results to the Supervisory MRT as a basis for additional training.  In addition, PASBA is negotiating a contract with 3M that will offer assessment of skills for coding and training to develop coders and upgrade skills.
9. Essential coding education includes

(a) Advanced  knowledge of Anatomy and Physiology

(b) Extensive knowledge of medical terminology

(c) Extensive knowledge of pathology and disease processes

(d) Pharmacology

(e) Health record format and content

(f) Conventions, rules, and guidelines for current classification systems (ICD-9-CM, CPT)

(g) Monthly meetings to discuss difficult coding scenarios

(h) Annual mandatory attendance at a formal coding class when offered locally

10.  Coding auditors and the lead contract coder will perform periodic coding audits (at least monthly).  Coding errors discovered during these audits will be discussed with the responsible coders.  If a pattern of errors is noted during these reviews, the responsible coding auditor or lead contract coder will provide instruction to the responsible coder(s) to correct the coding errors and prevent similar errors in the future. 
D.  Communication of regulatory changes:

The UBO and Coding Compliance Committee will use e-mail read confirmations to help ensure all affected personnel working at WBAMC are notified of regulatory changes concerning medical record documentation, coding, or billing.  Each employee will maintain written evidence in his/her Competency Assessment File to show he/she was made aware of the regulatory change. 
E. WBAMC will conduct appropriate auditing and monitoring to ensure compliance and adherence to the organization’s policies and procedures. All available information on a sample of billable patient encounters/visits will be reviewed annually for compliance with coding and itemized billing requirements. The WBAMC leadership understands that auditing and monitoring are necessary to identify areas of potential risk and areas to focus additional education.  CHCS encounters are audited utilizing the DQMCP metrics.  Medical Records Administration Branch personnel determine compliance percentages from a statistically sound sampling of medical records.    Outpatient encounters are audited for E&M, ICD-9-CM, CPT and TPC DD Form 2569 to meet the DQMCP metrics.  Timely feedbacks on coding and documentation audits are provided immediately following each clinic audit to include the chief,  clinical staff and outpatient coder.  

1. The Diagnostic Related Group/Ambulatory Data Module (DRG/ADM) Record Coordinator will conduct quarterly reviews of one selected Office of the Inspector General (OIG) Target DRG pair listed on the Special Fraud Alert to insure integrity and compliance.

 2. The findings will be forwarded thru the Supervisory Medical Record Technician, the Chief, Medical Record Administration Branch, and the Chief, Patient Administration Division to the UBO/Coding Compliance Committee for corrective action, if necessary.

3. Daily review of all identified billable inpatient treatment records (ITRs) by DRG/ADM Record Coordinator to ensure coding and billing accuracy.  Billable ITRs are identified for priority coding by inpatient record coders.  Billable ITRs are returned to the coder for correction and forwarded for completion.  The MRT Supervisor will monitor errors and develop coder training sessions based on error trends.  Inpatient coding goal is to complete coding within 5 working days of receipt of the completed record. 

4. Contract coder will code all billable outpatient documentation on a priority basis. Reviews will be performed on as many billable clinic visits as feasible by the outpatient auditors after coding has been completed/reviewed by the coders.  Encounters are reviewed for coding accuracy and reported to the Uniform Business Office & Coding Compliance Committee.  Education is given to the coder as appropriate and a copy of the form will be given to Coding Contract COR for filling in coders Competency Assessment Folder (CAF). If there is a disagreement, the PASBA Coding Hotline will be consulted by the Auditor.  The final decision will be documented on the form and it will be given to the Coding Administrator to be placed in the coder’s Competency Assessment Folder (CAF).  
5.  The Contract Compliance Officer will monitor contract coder compliance and adherence to contract specifications.  Outpatient coding will be completed within 72 hours (for billables), three working days for non-billables and coding audits will be completed within 17 days of the encounter.  

6.  The outpatient auditors will conduct monthly randomly selected reviews of at least 30 ambulatory procedure visits (APVs) for specific criteria based on the accuracy of the E/M, ICD-9-CM, and CPT codes will be performed.  In addition, the outpatient auditors will review the Industry-Based Workload Assignment (IBWA) rounds of at least 30 inpatient records for coding accuracy.  The results of the aforementioned reviews will be reported on the monthly Data Quality Management Control Program (DQMCP) Commander’s Statement.
7.  Monthly reviews by SMRT of problem coding areas based on the above results.  Results will be forwarded through the DRG/ADM Record Coordinator and the Chief, MRAB to Chief, PAD. The requirement is a 100% review or 20 records from each problem area whichever is greater.

8.  Data Quality Management Control Program (DQMCP).  The input for the DQMCP will be sent to Great Plains Regional Medical Command (GPRMC) no later than the 20th of each month.  This input will consist of the completed Data Quality Management Control Program (DQMCP) Review Checklist and the Commander’s Statement.  
a.  The Data Quality Working Assurance Team (DQWAT) will address all items that are reviewed and found to be non-compliant with applicable requirements until the issues are resolved.

b.  Each month, the Data Quality Management Control Program (DQMCP) Review Checklist and the Commander’s Statement will answer the following questions (or provide the necessary input):  

(1) In a random sample of at least 30 inpatient records, what was the percentage of records reviewed for which the correct DRG codes and related data elements were assigned  (DRG = Diagnostic Related Group)
(2)  Were all identified inpatient billables i.e. VA,  K92, etc reviewed by the DRG  Coordinator after coding before forwarding to physician

(3)  In a random sample of at least 30 outpatient encounters, what was the percentage of encounters for which the correct Evaluation and Management (E&M) codes were assigned  **
(4)  In a random sample of at least 30 outpatient encounters, what was the percentage of encounters for which the correct ICD-9-CM codes were assigned?  (ICD-9-CM = International Classification of Diseases, 9th Revision, Clinical Modification)  **
(5)  In a random sample of at least 30 outpatient encounters, what was the percentage of encounters for which the correct Current Procedural Terminology (CPT) codes were assigned  **
(6)  In a random sample of at least 30 outpatient records, what percentage of the records contained completed & current DD Form 2569s 

(7)  In a random sample of at least 30 outpatient records (excluding Ambulatory Procedure Visits), what percentage of the records were coded within 3 business days of the encounter in accordance with legal and medical coding practices

(8)  In a random sample of at least 30 Ambulatory Procedure Visit (APV) records, what percentage of the records were coded within 15 days of the encounter in accordance with legal and medical coding practices

(9)  In a random sample of at least 30 inpatient records, what percentage of the records were coded within 30 days after discharge in accordance with legal and medical coding practices

(10)   The ADM MRT will notify the UBO/Coding Compliance Committee Data Quality of those clinics with coding and documentation accuracy rates that fall below 97% for three consecutive months.  The Committee  will forward its recommendations to the DQMCP for appropriate action.
-----------------------------------------------------------------------------

**  Specifically, 10 per clinic or 100% if less than 10 of available billable encounters will be reviewed before billing as well as one randomly selected focused clinic review per month with a follow-up review the next month.

SECTION V.  AREAS OF CONCERN

A. Billing for items or services not actually rendered.

B. Upcoding – the practice of using a billing code that provides a higher payment rate than the billing code for the services actually furnished.
C. DRG creep – the practice of billing using a DRG code that provides a higher payment rate than the DRG code for the services actually furnished.
D. Billing separately for outpatient services, when those services are already billed as part of an inpatient stay. 

E. Ensuring we meet all the legal requirements before billing for medical services provided by Graduate Medical Education interns and residents.
F. Duplicate billing.

G. Unbundling – the practice of submitting bills piecemeal or in fragmented fashion to illegally increase reimbursement.

H. Billing for discharge in lieu of transfer.

I. Special Fraud Alerts.
VI. ENFORCEMENT

Violation of federal or state laws, violations of the organization’s standards of conduct policies and procedures, and inappropriate coding offenses will be addressed with appropriate and consistent disciplinary procedures.  
VII. CLAIM DENIALS

All inpatient claim denials will be reviewed by DRG/ADM Record Coordinator and all outpatient claim denials will be reviewed by the Auditing Section and coder responsible for the coding.  Responses related to coding errors will be forwarded to and maintained by UBO Manager for six years.

VIII. BUSINESS OFFICE/PATIENT ACCOUNTS

In accordance with current Uniform Business Office business rules, the third party collections program is prohibited from changing/resequencing of codes by patient accounting personnel without prior review by the DRG/ADM Record Coordinator and SMRT.
IX. POLICY COMPLIANCE MONITORING

Compliance with this policy will be monitored during reviews by the MRAB auditing entity.  It is the responsibility of the SMRT to ensure this policy is applied by all individuals involved in coding of inpatient services and ambulatory procedure visits (APVs).  It is the responsibility of the chief of the service to ensure this policy is applied by all individuals involved in coding of clinic encounters.

Employees that have questions about a decision based on this policy or wish to discuss an activity observed related to application of this policy should discuss these situations with their immediate supervisor to resolve the situation.

X. AMBULATORY RECORDS
A.  To ensure minimal variation in coding practices and the accuracy, integrity and quality of patient data, and improve the quality of the documentation within the body of the medical record to support code assignment, the current guidelines for outpatient/physician diagnosis coding will be followed.  Current Procedural Terminology (CPT) coding conventions and general guidelines as published by the AMA for surgical and diagnostic procedure coding will be followed. CMS mandates the utilization of Level 1 (CPT) and Level II (National Medicare) Healthcare Common Procedure Coding System (HCPCS) codes for Medicare patients. Level III HCPCS codes are created and maintained by the local Medicare carriers.  It should be noted that Level III HCPCS codes may override Level  1 or  II codes.

A. Documentation Requirements

1. Outpatient Referrals.  Documentation must include, as appropriate to the service, an authenticated physician order for services, a diagnosis or reason the service was ordered, test result, demographic information, and signed consent for services, if required.  Each facility must establish a system for retention of the required documentation, including documentation necessary to substantiate coding/billing of the service.  This may be maintained in a de-centralized location such as the laboratory.

2. Referred Specimens.  Documentation for laboratory tests on referred specimens only, where there is no patient contact with the laboratory, should include, as appropriate to the service:  An authenticated physician order for testing, date and time of specimen collection, a diagnosis or reason for ordering each test, and demographic information, if required. This documentation may be kept in a decentralized location such as the laboratory.

3. Outpatient Visits.  

a.   Documentation maintained may include, as appropriate to the service, an outpatient medical record that includes: an authenticated physician order for services (an order is not required for screening mammograms), clinician visit notes, a diagnosis, test results, therapies, a problem list when the provider directly refers to this list and states that the information is current.  If it has changed, the change should be documented, medication list, demographic information, and required consents.

b.  Coding of the diagnosis may be completed using the medical record or encounter form which is completed by the provider at the point of service.


c.  Codes marked on the test requisition/order form or encounter form should be reviewed and the ICD-9-CM and CPT codes on these forms should be updated at least annually.  (Note:  ICD-9-CM is updated each October, while CPT is updated each January).  The documentation or source document referred to by the coder should describe the patient’s condition, using terminology that includes specific diagnoses as well as symptoms, problems or reasons for the service.  Coders may assign diagnosis codes based on the reason for the referral.  A specific diagnosis based on test results usually is not available and may not be available until after subsequent evaluations or physician visits.

4.  Emergency Visits.  Documentation maintained must include, as appropriate to the service, an emergency medical record that includes:  encounter form, required consents, physician emergency documentation, nursing notes, test results, demographic information, and treatment.

a. Diagnosis and CPT surgical procedure codes, if applicable are assigned by the coder based on the diagnosis and procedures recorded by the treating physician in the emergency room record.

b. The physician’s emergency medical record documentation and test results are reviewed to assist in code assignment.

5.  Ambulatory Surgical or Diagnostic Procedural Services (APV).

a. As applicable, documentation maintained must include an ambulatory medical record that includes:  patient identification, significant medical history and results of physical examination, preoperative diagnostic studies (entered before surgery), if performed, operative/procedure report to include findings and techniques of the operation, including a pathologist’s report on all tissues removed during surgery, any allergies (drugs, latex, food) and abnormal drug reactions, entries related to anesthesia administration, documentation of properly executed informed patient consent, discharge diagnoses, and providers orders.

b. Patient assessment and monitoring data, and documentation of the care provided.

c. Patient education.

d. Advance medical directive requirements apply to all APV patients.

e. A signed privacy act statement must be on file in each APV record.

f. Medical Record-Emergency Care and Treatment Record (SF 558), if an APV occurs subsequent to treatment in an Emergency Department/Service.

g. A copy of the patient’s post-procedure instructions with an APV summary note will be forwarded to the health/outpatient treatment record. The APV should also be annotated on the Master Problem List (DA Form 5571).
h. All documentation related to an APV will be maintained as a separate treatment record unless the patient is admitted to inpatient status directly from the APV.  In this circumstance, all data pertaining to the APV will become an integral part of the inpatient record for that admission.  The APV will be placed on the left side of the folder and the inpatient record will be placed on the right side of the folder.
i. The medical documentation will not be integrated into the health record, outpatient treatment record, or inpatient record except as noted above.  The APV treatment record will be filed in the inpatient record room in conjunction with any inpatient records or in a designated limited access area. 

j. ICD-9-CM diagnosis codes and CPT or ICD-9-CM surgical procedure codes must be assigned by the coder based on the diagnosis and treatment recorded by the physician in the ambulatory medical record.

k. The physician’s dictated operative report, including review of the postoperative diagnosis, and any pathology report should be reviewed to assist in accurate code assignment.

6.  Quality of Outpatient Coded Data.  Internal (or external) coding quality reviews should be completed on a regular basis.  Quality reviews should include review of the medical record or available documentation to determine accurate code assignment with subsequent comparison with the UB-92 or CMS 1500 claim form to determine accurate billing.  If applicable, these reviews should incorporate review of any encounter forms in use.

7.  Review of Denials.  Written policies and procedures must also require that employees responsible for code assignments will review all claims denied (in part or total) based on the codes assigned.  Documentation should be maintained on claims denied in part or total due to discrepancies in coding or billing.
8.  Compliance.  The Chief, Medical Record Administration Branch, Supervisory MRT, and DRG Record Coordinator will monitor compliance with the Coding/Documentation Policy.

9.  Diabetes Diagnoses Codes.  

a.  Please note that diagnosis coding for diabetes requires coding to the fifth (5th) digit.  Please select the appropriate four digit code and add the appropriate fifth (5th) digit to your code as follows:

0 Non-insulin dependent diabetes mellitus, (Type II) (NIDDM type) (adult-onset type) or unspecified type, not stated as uncontrolled

1 Insulin-dependent diabetes mellitus, (Type I) (IDDM type)(juvenile-onset type) not stated as uncontrolled

2 Non-insulin dependent, uncontrolled, (Type II)(NIDDM)(adult-onset type) or unspecified type, uncontrolled

3 Insulin-dependent diabetes mellitus, uncontrolled, (Type I) (IDDM) (juvenile-onset type) uncontrolled.

b.  Then select the secondary diagnosis code that identifies the manifestation.  For example:   

250.51 DM with ophthalmic manifestations, insulin dependent 365.44 Glaucoma

Y.      BASIC CODING FOR OUTPATIENT SERVICE
Current Procedural Terminology (CPT) coding conventions and general guidelines as published by the AMA for surgical and diagnostic procedure coding will be followed. CMS mandates the utilization of Level 1 (CPT) and Level II (National Medicare) HCPCS codes for Medicare patients.

Appendix D

William Beaumont Army Medical Center

Third Party Collection Program (TPCP)

Business Rules

Each Military Treatment Facility (MTF) shall perform the following:

· Implement the policies and procedures outlined in DoD 6010.15-M, MTF Uniform Business Office (UBO) Manual.

· Establish and maintain the business office. 

· Establish MTF-specific business rules regarding implementation of the UBO Program.

· Aggressively implement Medical Services Account (MSA), Third Party Collection (TPC), and Medical Affirmative Claims (MAC) activities by providing adequate resources, leadership, training and support.

· Aggressively pursue best practices in accordance with DoD and Service guidelines and implement business process improvements with expected positive return on investment.

· Maintain up-to-date reference materials including, at a minimum:  

· Current DoD UBO policies,

· Current Service/MTF UBO policies,

· Current Coding Guidelines, and

· Compliance Guidelines.

· Establish a training program for UBO personnel.  Check Service and DoD web sites on a regular basis for up-to-date information.  Utilize various resources to maintain necessary education level for performance of duties.

· Establish a training/education program on UBO operations for MTF personnel, patients, payers and any other customers identified.

· Maintain separation of billing and collecting duties.

· Follow all procedures prescribed by the Military Departments.

· Ensure all revenues collected from third party payers are used to enhance healthcare services in compliance with 10 U.S.C.1095.

· Submit periodic reports to higher headquarters as required.

· Implement the TPC Program including: 

· Program awareness,

· Identification and collection of insurance information,

· Filing claims with third party payers, 

· Collecting and depositing funds, and

· Reporting TPC Program statistics.

· Appoint primary and alternate UBO Office Managers for the MSA, MAC and TPC Programs.

· Follow procedures outlined for third party payers under Title 10 U.S.C. 1095, 32 CFR Part 220 and Service-specific guidance and/or regulations.

· Locate the MSA and TPC offices (including MAC support) to provide appropriate access for patients as needed.

· Document information obtained for pre-certification/pre-registration.

· File claims to third party payers for each billable episode of care including:

· Inpatient hospital care,

· Ambulatory Procedure Visits (APVs),

· Observation Services,

· Outpatient Encounters,

· Supplemental Care referrals,

· Ancillary Services and procedures, 

· Immunizations,

· Dental care,

· Pharmacy, and

· Ground and air ambulance services. 

· Accurately prepare and submit manual claims to third party payers using the UB-92, CMS-1500 or Universal Claim Form when electronic billing is not feasible.

· Make every effort to submit claims electronically unless cost-benefit analysis indicates otherwise.

· Comply with the data elements and code specifications of the National Uniform Billing Committee (NUBC) and the Uniform Claim Forms Task Force for submitting claims to third party payers.

· Prepare and send inpatient claims to the third party payer within 10 business days following completion of the medical record.

· Prepare and send outpatient claims within seven days after the outpatient encounter information for billing is obtained.

· Will not bill deductibles or co-payments to DoD beneficiaries.

· Maintain records for six years from time of claim submission.  (Records must be reviewed by legal prior to destruction as the maintenance time on some records may be extended.)  The following items are to be maintained on file:

· The bill,

· Any correspondence with the payer, and

· Any supporting documentation included in the bill submission (this includes any pre-authorizations, conversations with payers, correspondence, etc.).

Note: The above items may be maintained in electronic format as long as they are kept in a retrievable mode.

· Deposit third party collections in the local O&M appropriation of the MTF providing the medical services.

· Deposit TPCP and MAC collections in the year received - even if the medical care was rendered during a different year.  

· Deposit MSA collections in the account for the fiscal year the services were rendered - even if the corresponding billings and/or collections were made during a subsequent fiscal year.

· Maintain MSA and TPC claim files according to Service-specific guidance and/or regulations until paid in full, appropriately closed, or transferred for collection.  

· Ensure that appropriate separation of duties is maintained to minimize the possibility of misappropriation of funds.

· Maintain separate accounting records with adequate audit trails for MSA, TPC and MAC.

· Submit a narrative report to respective Service Headquarters and/or Surgeons General annually in the format prescribed by Service-specific guidance and/or regulations.

The TPC Office shall:

· File a separate claim for each, individual clinic visit when a patient has multiple outpatient encounters on the same day to different clinics.
· Ensure the accuracy of third party payer payments and shall validate (check the accuracy of) the payer’s Explanation of Benefits (EOB).

The TPC Manager shall:

· Check the report of discharged patients with other health insurance for a status of the coding of their medical records.

· Coordinate with the clinical records department to ensure that records are completed and/or coded within 30 days following the patients’ discharges from the MTF.

The TPC Staff shall conduct either a written or telephone follow-up inquiry on claims that have not been reimbursed within 30 days of the initial claim.

Third Party Collection personnel (or the UBO Manager) will refer TPC accounts receivable to the Contract Collections Agency after 60 days for outpatient encounters and 120 days for inpatient stays.  
Audits
· Appoint a disinterested officer to audit and evaluate the MTF business office each fiscal quarter.  This officer shall verify the following:

· Security of funds,

· Accuracy and completeness of records, and

· Overall compliance with Service-specific guidance and/or regulations.

· The audit and evaluation checklist shall contain at a minimum, review steps/questions to determine if:

· Requirements for physical security of funds are met, 

· Separation of billing, collecting, and recording functions is maintained,

· Individual change funds (one for each MSA cashier), and local lock boxes are used,

· Outstanding accounts are followed up appropriately and are transferred promptly in accordance with established policies,

· All deposits have Financial Services Office, Defense Accounting Officer, or Disbursing Officer validation by cash control machine and/or voucher number and signature,

· Deposits agree with automated system and/or Cash and Sales Journal,

· Cash on hand agrees with automated system and/or Cash and Sales Journal,

· All accountable forms are kept in a locked safe,

· Claims transferred to the designated legal office are followed up in accordance with Service-specific guidance and/or regulations and appropriately accounted for, and 

· MSA and TPC accounts, records, and reports are reconciled with the automated system at least quarterly.

· Routinely audit claims to ensure they comply with Office of the Inspector General (OIG) and third party payer requirements to include the following minimum requirements:

· The billed services and/or supplies are documented in the medical record, and

· Diagnosis and procedure(s) are coded correctly and accurately.

Other Health Insurance (OHI)

· Pre-admission, admission, outpatient or TPC staff shall obtain written certification of OHI benefits.

· The TPC staff shall discuss the following with patients:

· Legislative requirements and benefits of the TPC Program,

· Type of insurance plans subject to collection, and

· The patient’s responsibility for informing the MTF of OHI and completing the DD Form 2569.

· Pre-admission, admission, outpatient or TPC staff shall ask all patients, including active-duty military personnel, if the injury/illness is work-related or the result of a motor vehicle or other accident.

· When applicable, pre-admission, admission, outpatient or TPC staff shall ask how, when and where the injury occurred.  This information must be entered on the insurance declaration form.

· Personnel shall make available to insurance company personnel the applicable health records of the patients for whom insurance payment is sought.

· Personnel shall inform patients that, when insurance information is collected, medical information relevant to an episode of care being billed will be provided to third party payers if requested.

· All OHI data will be updated and maintained in the Composite Health Care System (CHCS) database.  

Legal/Follow-up
The TPC Office personnel will:  

· Review all outstanding TPC accounts to ensure they are valid claims and verify that they were not paid in full to the limits of the policy involved before  referring them to Collections.

·  Close outstanding TPC claims that meet the requirements of a valid denial.

· Document the reason for closure without collection, or collection for less than 100% of the billed amount.
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FRAUD AND ABUSE

 

 

 

History:

 

 

OBRA
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mnibus 

B

udget 

R

econciliation 

A

ct of 1989, Section 1128, (Medicare and 

Medicaid Patient and Program Protection Act, 42 USC 1320 A

-

7B)

 

 

This Act defines False Claims as knowingly making or causing to be mad

e a false 

statement or misrepresentation on any claim to the United States or any agency for 

payment.

 

 

A penalty of up to five years' imprisonment and /or up to a $25,000 fine can be applied.

 

 

HIPAA

 

-
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ealth 
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nsurance 

P

ortability and 

A

ccountability 

A

ct of 

1996 

 

 

The provisions of this Act are to improve the Medicare and Medicaid programs and the 

efficiency and effectiveness of the health care system in general by encouraging the use 

of electronic methods for transmission of health information through the es

tablishment of 

standards and requirements for covered electronic transmissions.

 

 

Amended civil monetary penalties of abuse from $2,000 to a maximum penalty of $10,000 

per claim.  Damages are calculated at up to three times the government's damages.

 

 

Defini

tion:

 

 

 Fraud 

-

 An act to intentionally deceive or misrepresent what is known to be false that 

could result in unauthorized benefit(s).

 

 

Examples:

 

·

 

Incorrect coding

 

·

 

False charges and unbundling

 

·

 

Billing for services not rendered

 

·

 

Altering claims for higher re

imbursement

 

·

 

Billing for date of service not provided

 

 

Examples of Medical/Surgical Fraud:

 

 

Medical Fraud:

 

·

 

Office level code without supportive documentation

 

·

 

Observation services billed as inpatient care

 


Definition: Abuse

Identified pattern or incident of inconsistent business or medical practice that results in inappropriate payment, resource utilization, excess charging or unnecessary service.

Examples:

· Same E&M codes for most visits

· Excessive charges

· Continuous billing of unnecessary services

· Violation of contractual agreement with third parties
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POSSIBLE FORMS OF FRAUD, WASTE, and ABUSE IN FEDERAL HEALTH CARE BILLING OFFICES:
A.  using improper Department of Defense (DoD) billing rates—e.g., third party versus inter-agency; 

B.  upcoding:

     1. changing source (i.e., clinical service) and procedure codes for higher reimbursement; 

     2. using incorrect evaluation and management codes denoting a higher intensity or level of care than provided; 

C.  billing for ancillary services, when those charges are already billed as part of an inpatient stay; and 

D.  assigning inapplicable diagnosis and procedure codes for ancillary procedures; 

E.  charging for services without appropriate physician documentation or substantiation; 

F.  billing for services without an established rate; 

G.  billing clinic visits as same day surgeries; 

H.  improperly accepting payment from Medicare supplemental carriers for Part B outpatient services; 

I.  billing Medicare HMOs for other than civilian emergencies (and at an incorrect rate); 

J.  accepting over payments from Medicaid and commercial payers; and 

K.  improperly bundling pharmaceutical charges--all while steadfastly refusing to refund payers;  

L.  commingling third party and medical service account funds to conceal over collected accounts and posts over paid funds to other partially paid or denied claims; 

M.  destroying years of partially paid, or otherwise improperly denied claim documentation or accounts receivables (6 year statute of limitations); and 

N.  failing to implement or follow appropriate internal management controls outlined below:   

1.  As much as possible, to reduce the risk of undetected fraud or errors, care should be taken to ensure no one individual performs more than one of the key functions (associated with insurance billings/collections) that need to remain segregated so we will maintain a good system of checks and balances.  Therefore, the following tasks will be performed by the individuals indicated:

a. Third Party Collection (TPC) billers will create and submit insurance claims, and use the insurance company check log (described below) to post collections against individual claims records.

b. The MSAO will collect all incoming mail, make a log of all insurance company and private checks received, organize the checks into manageable size batches, copy both checks and explanation of benefit forms, secure the original documents in the vault, distribute and proceed with TPCP and MSA account posting utilizing the copies.  

c.  The WBAMC Treasurer will promptly deposit all insurance company checks and record all TPC and MSA deposits into the applicable automated accounting system (currently: STANFINS).

2.   Recording receivables, checks, or payments accurately and promptly, properly reconciling financial records and reports (e.g., Invoices & Receipts, DD Form 1131s: Cash Collection Vouchers, DD Form 2570s: Reports of Program Results, Daily Activity Logs, Monthly MSA Reports, and Reports of Treatment Furnished Pay Patients),  and generally 

3.   Ensuring an adequate audit trail of all financial receipts—to prevent concealment of improper billing practices;  

O.  impeding investigations; and 

P.  hospital administration overlooking or disregarding, defending and affirmatively concealing the hospital's illegal billing practices.

Potential criminal and civil offenses: false claims, false statements, mail fraud, wire fraud, Medicare and Medicaid fraud, embezzlement and theft, conspiracy, aiding and abetting, accessory after the fact, money laundering, racketeering, and misprision of felony.

Liability of accountable officers; improper augmentation--or supplementation of an appropriation from an unauthorized source; violations of the Miscellaneous Receipts Statute; and perhaps Anti-deficiency Act violations.
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Some of the Arsenal of Weapons of the U.S. Government to Fight Fraud, Waste, and Abuse*

1.   Health Insurance Portability and Accountability Act 

· Health Care Fraud 18 USC 1347– felony – up to life in prison. 

· Elements – knowingly and willfully, execute or attempt to execute a scheme or artifice, to defraud any health care benefit program. 

· 18 USC 669 – theft or embezzlement in connection with health care. 

· 18 USC 1035 – false statements relating to health care. 

· 18 USC 1518 – obstructing criminal investigations in health care. 

· 18 USC 1956(c)(7) – money laundering related to a Federal health care offense. 

2.   Anti-Kickback Statute – 42 USC 1320a-7b(b)- Applies to health care programs funded wholly or in part with federal funds. Criminal punishment – maximum prison sentence of five years and fines up to $25,000 per violation. 

· Elements – to solicit, offer, or receive any remuneration in return for referring an individual or to purchase lease, order or arrange for any item or service for which payment may be made in whole or in part by Medicare or Medicaid. 

· Intent – knowingly and willfully 

3.   Federal Self-Referral Statute ("Stark Law") – 42 USC 1395nn – civil penalties of up to $100,000 .

· Elements – prohibits remuneration by persons or entities to specific entities in which the referring provider has a financial interest. 

· Intent - Does not require an illegal intent. Good faith is not an exception. 

4.   Civil Monetary Penalties Law 42 USC 1320a-7a - Specific to Health Care Abuse. Civil penalties of up to $50,000 for each act plus triple the damages sustained

      by the government.  Elements:

· Knowingly present or cause to be presented to the government a claim for an item or service that the claimant knows or should know: 

· Was provided by a person or entity excluded from participation 

· Was false or fraudulent 

· Was not provided as claimed 

· Was provided by an ineligible physician 

· Was for an item or service which was not medically necessary 

· Knowingly paying a physician to reduce or limit services 

· Intent – knowingly 

5.   False Claims Act 31 USC 3729-33 – civil penalties of up to $10,000 per false claim plus triple damages sustained by the Government.  Elements:

· Knowingly file a false or fraudulent claim to the U.S. Government for payment. 

· Knowingly use false statements to obtain payments on such claims. 

· Commit certain reverse false claims. 

· Conspire to defraud the U.S. Government through false claims. 

· Intent – knowingly

6. Balanced Budget Act Exclusions/Suspensions – 10 year to mandatory lifetime exclusions for repeated convictions for defrauding the Medicare/Medicaid program.

Appendix E-4

Office of Inspector General (OIG) Focus
The Office of Inspector General (OIG) of the Department of Health and Human Services (HHS) is continuing its efforts to promote voluntarily developed and implemented compliance programs for the health care industry. This effort is aimed at reducing the amount of fraud, waste and abuse in Federal, State, and private health plans. According to the CMS financial statements, there were $20.3 billion in incorrect Medicare payments (perceived as fraud) in 1997. Since the 1980's, the Federal government has waged an ever-increasing campaign to fight health care fraud and abuse. New legislation has provided millions of dollars to identify and investigate this problem. This legislation has identified new crimes, increased penalties, expanded exclusions from Medicare, and enhanced incentives for whistle blowing among beneficiaries as well as providers. 

Some of the special areas of concern include: 

1. Billing for items or services not actually rendered involves submitting a claim that represents that the provider performed a service all or part of which was simply not performed.  This practice represents a significant part of the OIG’s investigative caseload.

2. Providing medically unnecessary services involves intentionally seeking reimbursement for a service that is not warranted by the patient's current and documented medical condition.

3. Upcoding reflects the practice of using a billing code that provides a higher payment rate than the billing code for the service actually furnished to the patient.

4. Diagnostic Related Group (DRG) creep is the practice of using a DRG code that provides a higher payment rate than the DRG code for the service actually  furnished to the patient.

5. Separate billing for outpatient services rendered in connection with inpatients stays involves claims submitted for non-physician outpatient services that are already included in the hospitals inpatient payment, in effect submitting duplicate claims.

6. Teaching physician and resident requirements for teaching hospitals.

7. Duplicate billing occurs when the hospital submits more than one claim for the same service or the bill is submitted to more than one primary payer at the same time.

8. False cost reports involve certain Part A providers, such as hospitals, which are reimbursed in part on the basis of their self-reported operating costs.

9. Unbundling is the practice of submitting bills piecemeal or in fragmented fashion to maximize the reimbursement for various test or procedures that are required by law to be billed together at a reduced cost.

10. Billing for discharge in lieu of transfer happens when a prospective payment system (PPS) hospital transfers a patient to another PPS hospital.  Only the hospital to which the patient was transferred may charge the full DRG; the transferring hospital only charges a per diem amount.

11. Patients’ freedom of choice involves the hospital discharge planner referring patients to home health agencies, long term care and rehabilitation providers.

12. Credit balances involves the failure on the hospital's behalf to refund the payer.

13. Hospital incentives that violate the anti-kickback statue or other similar federal or state statue or regulation; involves excessive payment for medical directorships, free or below market rents or administrative services fees.

14. Joint ventures are business arrangements established between those in position to refer business, such as physician, and those providing items or services for which a federal health care program pays.

15. Financial arrangements between hospitals and hospital-based physicians, involves the practice of compensating physicians for less than the fair market value of services they provide to hospitals or require physicians to pay more than market value for services provided by the hospital.

16. Stark physician self-referral law.

17. Knowing failure to provide covered services or necessary care to members of a health maintenance organization (HMO).  This involves sending patients to other hospital facilities to provide the service.  Normally connected to the patient’s ability to pay for the services rendered, rather than the condition of the patient.  The patient anti-dumping statue, 42 U.S.C. 1395dd, requires that all Medicare participating hospitals with an emergency department: 1) provide an appropriate medical screening examination to determine whether or not an emergency medical condition exist; and 2) if emergency condition exists (a) stabilize the condition; or (b) transfer the patient to another hospital that can provide the appropriate amount of care.
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Audits of Current Billing Practices
There have been several instances recently where insurance carriers performed audits. The Department of Defense (DoD) submits claims with some of these insurance carriers. Billing and coding audits at two civilian medical centers have been completed. The audits resulted in requests for refunds of $300,000 to $700,000. In addition, there have been internal audits conducted by the VA and DoD at several of their respective facilities. Many of the findings of these internal audits match those of audits performed in the civilian sector. All of these audits have found widespread improper billing practices. Common problems identified in these audits include the following: 

· Medical record documentation does not support the E&M code assigned or does not support the bill. 

· Inappropriate use of high intensity E&M codes ("upcoding"). 

· Inappropriate use of multiple codes for one encounter. 

· Billing for physician extenders as physicians. 

· Resident encounters not supported by attending physician documentation. 

· Medical services provided by trainees coded and billed as if the service was provided by the attending physician. 

· Clinic cancellations or clinic no-shows recorded and billed as outpatient encounters. 

There are many billing and coding regulations which at one time only applied to healthcare services billed to the Centers for Medicare and Medicaid Services (CMS). It is important for WBAMC personnel to be aware of these regulations regarding billing and coding. Not only does WBAMC bill Medicare for civilian emergencies, but many insurance companies we bill are now adopting CMS requirements/guidelines. 

There are many initiatives in place with the Uniform Business Office (UBO) Work Group to develop and implement standardized reference materials and a DoD-wide compliance program. These efforts will take time and, in the meanwhile, external audits at the local level may still occur. Currently, there are several actions that facilities should perform locally in order to prevent similar problems and to improve their processes. 

These actions include the following: 

· Conducting ongoing reviews of a significant sample of bills against the medical record. 

· Correcting errors at the source of entry and tracking error rates over time to show continuous improvement 

· Providing coding training to all clinic support and coding staff on appropriate use of CPT codes and ICD-9 codes. References for training sources can be found on the UBO web page. 

· Reviewing and updating all encounter forms to accurately reflect the level of care and procedures performed in those specific clinics. 

· Reviewing the administrative procedures for dispositioning of clinic no-shows or cancellations to ensure that encounter forms are not completed. 

(
Reviewing the administrative procedures for identification of Other Health Insurance (DD 2569) in beneficiary medical records, disposition of information, and similar process for civilian patients.
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Uniform Business Office (UBO) Training Needs & Training Topics

	TRAINING NEEDS
	TRAINING TOPICS

	(A)  Understand concepts, policies, and future plans associated with UBO.
	· UBO Overview/Regulations/Policy

· Knowledge and understanding of standard Uniform Business Office billing:  Third Party Collection Program (TPCP), Medical Affirmative Claims (MAC), and Medical Services Accounts (MSA).  

· Ability to use Systems Software.

· Knowledge of underlying principles behind legislative history of 10 U.S.C. §1095.

· Conceptual understanding of Policy Development and recent policy changes.

· Conceptual understanding of TMA correspondence control.



	(B)  Understand Outsourcing initiatives, Reengineering efforts, and future demonstration of Business Process Improvements (BPIs).  

· Detailed knowledge of Performance metrics utilized in measuring return on investment (ROI).
	· Reengineering Efforts/Business Process Improvements

· Knowledge of underlying principles behind competitive sourcing.

· Knowledge of what is inherently governmental/commercial activity (core competency vs. non-core competency).

· Conceptual understanding of MHS history of reengineering/competitive sourcing initiatives.

· Knowledge of TPC Outsourcing Work Group.

· Conceptual understanding of TPC Reengineering Demonstration.



	(C)  Understand automated systems inputs, outputs, differences (MEPRS vs. MEQS) in calculating rates.  Detailed information on the following data:

· Workload

· Expenses

· Manpower
	· Rates Development

· Working knowledge of how the Under Secretary of Defense (Comptroller) (USD(C)), coordination with TMA, establishes the rates and the methodology used for billing third party payers.

· Conceptual understanding of collecting workload, expenses and manpower data.

· Conceptual understanding of developing rates for burn, aerovac, hyperbaric, etc.

· Knowledge of Legislative initiatives that will include usual, customary and reasonable (UCR) charges.



	(D)  General concepts and orientation
	· Best Practices

· Knowledge of UBO Best Practices.



	(E) Detailed information:

· Identifying those Uniformed Services beneficiaries and Non-DoD beneficiaries with third party payer plan coverage.

· Assuring third party payers compliance with 10 U.S.C. §1095.

· Submitting claims accurately to third party payers.

· Following up to ensure collections are made.

· Documenting, reporting, auditing and monitoring collection activities.
	· Billing MSA/MAC/TPC*

· Comprehensive knowledge and understanding of MSA/MAC/TPC billing.

· Thorough working knowledge of MSA with regard billing non-DoD beneficiaries in the following categories:  civilian emergencies, Coast Guard/NOAA/PHS, newborns, DoD Federal employees

· Working knowledge of billing for subsistence charges.

· Thorough working knowledge of implementing an effective TPC Program with particular attention to Accounts Receivable management.  In addition, conceptual understanding of procedures outlined for third party payers under 32 CFR 220 and Service-specific guidance and/or regulations.

· Working knowledge of those healthcare plans not subject to the TPC Program (e.g., Medicare, Medicaid, CHAMPUS/TRICARE, CHAMPUS/TRICARE Supplemental plans, and income (or wage) supplemental plans.

· Working knowledge of medical services billed and what medical services are not billed.

· Working knowledge of MAC billing statutory and regulatory authority and types of coverage associated with MAC billing.

· Conceptual understanding of Recovery Judge Advocate Responsibilities.

· Working knowledge of compliance and OIG targeted areas for fraud and abuse.



	(F) Detailed information:

· Understanding business practices associated with billing for pharmacy and ancillary services ordered by external providers.

· Knowledge and utilization of pharmacy table.
	· Billing for Pharmacy and Ancillary Services

· Working knowledge of billing for ancillary services ordered by an external provider and not incident to an outpatient visit or inpatient service at the MTF.



	(G) Detailed information:

· Workload

· Medical Record

· Billing

· CPT Coding

· Understanding business practices associated with billing for Observation and APVs.


	· Billing for Observation and APVs

· Working knowledge of capturing workload and expense data for Observation and APV, in addition to billing for these services.

· Working knowledge of compliance and OIG targeted areas for fraud and abuse



	(H)  Understand concepts, business practices as they relate to Pre-certification/authorization requirements.  Knowledge of best practices associated with complying with third party payer authorization requirements and pursuit of claims reimbursement.
	· Medical Records/UM

· Working knowledge of medical records as they relate to UBO.

· Working knowledge of the role of UM with regard to pre-certification/authorization and follow-up on claims.

· Working knowledge of the UM role in regards to a Compliance Program.



	(I)  Understand concepts, business practices as they relate to documentation and billing.

Detailed information:

· Thorough understanding of current coding standards (CPT, ICD, Revenue codes).

· Compliance.
	· Medical Records/Coding

· Working knowledge of CPT/ICD-9 Coding.



	(J)  General concepts and orientation
	· Pre-admission Certification

· Knowledge of Pre-admission Certification among various third party payers, particular emphasis to plan differences, exceptions.



	(K)  General concepts and orientation
	· Claims F/U

· Knowledge of resolution of problematic claims.

· Knowledge of resolving questionable denials or partial payment of claims.

· Knowledge of when to appeal claim, close claim, or forward claim to the Judge Advocate General (JAG) for resolution.

· Knowledge of JAG's role in resolving problematic claims.



	
	· Business Office Management

	(L)  General concepts and orientation.
	· Marketing

· Knowledge of Marketing the role of TPCP to the MTF Commanders.

· Knowledge of effective Marketing through best practices.

· Conceptual understanding of communicating measured results and the role of communicating awareness of TPCP.



	
	· Business Compliance

	
	· Insurance Companies

	(M)  Detailed knowledge about system operations.
	· TPOCS

· Thorough knowledge of underlying principles and concepts of functional capabilities of TPOCS.

· Practical applications associated with all types of medical services that can be billed.

· Working knowledge of improving productivity and increasing billing through TPOCS.

· Conceptual understanding of expansion of TPOCS billing capabilities.

· Conceptual understanding of data security and integrity issues.

· Conceptual understanding of regional billing capabilities and best practices associated with regional billing concept.

· Conceptual understanding of user roles associated with TPOCS.

· Conceptual understanding of database organization within TPOCS.

· Conceptual understanding of TPOCS work flows.



	
	· Systems

	(N)  General concepts and orientation.
	· IS Overview

· Knowledge of the relationships between CHCS, ADM, TPOCS, MEPRS and MEQS.

· Knowledge of DoD IM/IT Reengineering Initiatives.

· Conceptual understanding of the following issues:

· Y2K Compliance

· C2 Security

· Standardization of billing systems 



	(O)  Understanding of Ad hoc reporting capabilities.
	· Ad hoc Report Writing

· Conceptual understanding of both standard and Ad hoc reporting capabilities.

· Best Practices.

· Functional requirements associated with Ad hoc reporting capabilities.



	(P)  General concepts and orientation
	· Electronic Billing

· Knowledge of current Electronic Billing Operations within the UBO.

· Conceptual understanding of problems associated with electronic billing.

· Knowledge of HIPAA Administrative Simplification regulations and its impact on DoD.



	(Q)  General concepts and orientation
	· HIPAA

· Knowledge of HIPAA Administrative Simplification Legislation and the impact on health care electronic commerce.

· Conceptual understanding of DoD compliance with HIPAA regulations and its impact on the TPC Manager. 



	
	· Claims

	
	· Special Cases
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UBO & Coding Compliance Training
	
	
	
	

	
	(All training to be documented in Employee CAF)
	
	

	
	
	
	

	
	
	
	Suggested training source/format,

	
	
	Training
	Due date,

	
	Requirement
	Frequency
	Comments

	ALL- Everyone involved in Billing and Coding process
	
	

	
	Read Compliance Manual
	Initial, one-time
	Within two weeks of initial employment

	
	Initial Compliance orientation Session
	Initial, one-time
	By supervisor, during initial orientation to area assigned

	
	Ongoing Compliance training
	Annual
	MEPS online training modules

	Physicians, Interns, Residents
	
	

	
	Documentation Improvement for E/M Coding
	Initial, one-time
	Videotape

	
	Physician Teaching Documentation Rules
	Annual
	Lead Contract Coder

	
	Initial Compliance training
	Initial, one-time
	During Newcomers Orientation

	
	Department level coding education
	Monthly
	Coder/ Physician interaction during 

Commanders' monthly training days

	Other non-privileged healthcare providers
	
	

	
	Documentation Improvement for E/M Coding
	Initial, one-time
	Videotape

	
	Initial Compliance training
	Initial, one-time
	During Newcomers' Orientation

	
	
	
	

	Clinic Clerks/Receptionists
	
	

	
	Initial Compliance training
	Initial, one-time
	During Newcomers' Orientation

	
	Smart Book training
	Initial and 

Annual Update
	MCD coordinates.

	Coders
	
	

	
	Recurring compliance training (varied topics)
	Semiannual
	2nd and 4th Qtrs annually. In-house,

 online, or external training

	
	Monthly Meeting to discuss difficult coding scenarios
	Monthly
	Inpatient and outpatient Coders/Auditors

	Billers
	
	

	
	Recurring compliance training (varied topics)
	Semiannual
	2nd and 4th Qtrs annually. In-house, 

online, or external training

	
	TPCP specific billing education
	Weekly
	Every Friday, Lead Claims Assistant

	Audit & Evaluation Personnel

  (results presented to UBO & Coding Compliance Cmite
	
	

	
	Minimum Internal Controls (DoD 6010.15-M, Chapter 4)
	Semiannual
	2nd and 4th Qtrs, MSAO and UBO Manager.

	
	WBAMC Management Control Program review
	Semiannual
	2nd and 4th Qtrs, MSAO and UBO Manager.

	
	WBAMC Compliance Audit Checklist
	Quarterly
	Performed by appointed disinterested individual.

	
	Coding and documentation Evaluation
	Monthly
	Chief, MRAB

	
	External Audits of coding and documentation
	Semiannual
	MEDCOM or contract auditors. (Qtrs - TBD)

	
	Monthly review of OIG Target DRG pairs

 listed on Special Fraud Alert
	Monthly
	DRG Coordinator



	
	Quarterly Review of DRG Special Alerts
	Quarterly
	Chief, MRAB & DRG/ADM Coordinator

	
	Monthly focused clinic review of 

ambulatory clinic(s) coding accuracy
	Monthly
	Lead Contract Coder

	
	DQMCP audits
	Monthly
	Forwarded to DQWAT and GPRMC

	
	TPCP Performance Analysis
	Quarterly
	Forwarded to PAD Executive Committee

	
	GME Audits
	TBD
	TBD


APPENDIX G-1
UBO AND CODING COMPLIANCE CHECKLIST
Period:   QUARTERLY
This checklist covers the main points of the Uniform Business Office  (TPC, MSA, and MAC) program.  This checklist is to be completed at least quarterly by a disinterested reviewer,  E-7 or above.  The initial POC for the appointed reviewer is the Chief, Uniform Business Office (UBO), located in room 1-197, 1st floor, main building, ext. 4-2444.   Non-compliant areas should be annotated at the end of this checklist.  Attach additional pages if necessary.  This Audit is meant to be an internal tool that is to be used to identify high-risk areas requiring process improvement and to monitor the effectiveness of internal management control.  This audit checklist is part of the WBAMC UBO & Coding Compliance Plan and shall be utilized in business case analysis/reengineering initiatives for the Uniform Business Office, PAD or other Medical Center areas of involvement as necessary. 

General

If the answer is indicated in the shaded area, please explain in the space provided at the end of the Audit Checklist. Make three complete copies of completed check list and supporting documentation.  Return the original completed checklist and two copies to the Chief, Patient Administration Division, Room 4C20 – Bradley.  Retain one copy for your files.  (Distribution of copies: 1 - Internal Review, Room 4J12 – Bradley, 1 – UBO Manager, Room 1-198, Main Bldg.) 

Internal Management Controls

	No.
	Question
	Yes
	No

	1.
	Do any coders also perform billing functions simultaneously? 

(Indicate UBO Managers’ response.)
	
	

	2.
	Do any billers also perform coding functions simultaneously?

(Indicate UBO Managers’ response.)
	
	

	3. 
	Are procedures in place to assure separation of coding and billing functions?

(Indicate UBO Managers’ response.)
	
	

	4.
	Do audits and monitoring of the UBO occur on a scheduled recurring (at least quarterly) basis? (Review audit check lists for last 2 reviews)
	
	


POC: UBO Manager, Room 1-197

Third Party Collection Program (TPCP)

	No.
	Question
	Yes 
	No

	
	
	
	

	1.
	Are all claims for which payment is delinquent documented with actions taken and entered into a suspense file for follow-up actions? (POC:  Outpatient Billing, Room 1-223) (Obtain copy of delinquent list, randomly check suspense files.  If reimbursement is not received within 30 days of the initial claim the file should contain follow-up information. The claim should be forwarded to Collections at 60 days if not paid.)
	
	


Medical Affirmative Claims (MAC)

	No.
	Question
	Yes
	No

	1.
	Are procedures in place to ensure separation of duties, i.e., that MTF personnel performing MAC related billing functions are not also performing MAC related collection/deposit or coding functions as addressed in AR 40-400, Appendix C, Paragraph C-2(10)? (UBO Manger will provide a copy of this directive.)
	
	

	2.
	Is the Ft Bliss RJA promptly notified regarding medical treatment rendered to DoD beneficiaries as addressed in AR 40-400, Appendix C, Paragraph  C-2(1) thru (4)?

(Review notification procedures.) (UBO Manger will provide a copy of this directive.)
	
	

	3.
	Is the Ft Bliss RJA provided claims forms with cost computations?

(Review a sampling of claim forms submitted.)
	
	

	4.
	Are copies of supporting medical records provided to the Ft Bliss RJA as requested?

(Review request and response documentation.)
	
	


POC: MAC, Room 1-223

Billing

	No.
	Question
	Yes
	No

	1.
	Is electronic billing utilized when available to expedite payment?

(Request listing of Insurance Companies with whom WBAMC has the capability to submit electronic claims to, compare a sample of  out going billing mail to list to determine if ordinary mail is used when electronic billing could be used.)
	
	

	2.
	Are bills completed and sent out (mailed or electronically) on a daily basis?

(Spot check billings being sent out.)
	
	


POC: Outpatient Billing, Room 1-223 and MSAO, Inpatient Billing, Room 3-240

Inpatient Medical Records Documentation

	NO.
	Question
	Yes
	No

	1.
	Is the DD Form 2569  filed in the record? (Pull 10 records at random to review.) 
	
	


POC: Inpatient Records Supervisor, Room 1-224

Medical Services Account (MSA)

	No.
	Question
	Yes
	No

	1.
	Is the Medical Services Account Officer  (MSAO) appointed by written order of the MTF Commander? (Review copy of appointment.)
	
	

	2.
	Are Deputy MSAOs/-Assistant MSAOs, if required, appointed in writing by the MTF Commander? (Review copy of appointment.)
	
	

	3.
	Is the organizational arrangement (separation of duties of biller, cashier, etc.) adequate to protect cash receipts? (Inquiry and Observation)
	
	

	4,
	Are MSA cash collections and  checks deposited with the designated financial institution within 24 hours or the next business day? (Review deposit being prepared that day.)
	
	

	5.
	Are all accountable forms kept in a locked safe? (Inquiry and Observation) (DA Form 3696 must be secured.)
	
	

	6.
	Is the MSA office located to provide access for patients? (Observation)
	
	


POC: MSAO, Room 3-240

Accounting

	No.
	Question
	Yes
	No

	1
	Does MSA Office receive, process and deposit all checks?  (Obtain Cash Collection Detail (from CHCS) and DD Forms 1131 for 2 random business days and match the check totals. They must agree.) (Attach copies of reviewed forms to this checklist.)
	
	

	2.
	Are all checks received stored in a safe, logged into a control register and deposited within 24 hours or the next business day? (Check storage, control register and the deposit being prepared that day.)
	
	

	3.
	Is the organizational arrangement (separation of duties of biller, cashier, etc.) adequate to protect cash receipts? (Inquiry and Observation)
	
	

	4.
	Is there a separate lockable cash drawer or box for each cashier, if more than one cashier? (Inquiry and Observation)
	
	

	5.
	Is there an active and inactive accounts receivable file? 

(Review sample of files.)
	
	


POC: MSAO, Room 3-240

Please explain for any block that was indicated in the shaded area:

Date Completed:  ___________________________________________________________

Name:





Title:

______________________________________________________________________________

Army Addendum to DoD UBO Compliance Audit Checklist  

21 November 2001

1.  (TPCP) Is the MTF billing Medicare plus choice plans for DOD Beneficiaries?

    Required answer:  No

    References:  DCAA ref book, Tab J (from TMA/UBO web page, updated 29 April 1999, and MEDCOM policy memo to Commanders, signed by Mr. Hamel, dated 19 Aug 98).  The Balanced Budget Act of 1997 amended the Social Security Act and established a new Medicare Part C, referred to as the "Medicare+Choice Program."  They are in addition to standard Medicare and the current contracted health maintenance organizations.

    Explanation:  We're not allowed to bill Medicare Plus Choice Plans under the TPCP.  The 10 U.S.C. Section 1095 prohibition regarding plans administered under Title XVIII (Medicare) and Title XIX (Medicaid) also applies to Medicare alternative products.  TPCP claims for care provided DoD beneficiaries are not authorized to Title XIX programs (e.g., Medicaid), Medicare or other Title XVIII plans (such as Medicare contracted health maintenance organizations or Medicare+Choice alternative plans).

2.  (TPCP) Is the MTF billing Medicare Supplemental Policies for outpatient care?

    Required answer:  No, until March 2000.

    References:  32 CFR Part 220, the Code of Federal Regulations that implements the TPCP, in accordance with 10 U.S.C. Section 1095.

    Explanation:  The TPCP billing of outpatient Medicare supplemental policies was not authorized by 32 CFR Part 220 until the final rules of March 2000.  An initial TMA policy was published, but found to be very confusing - MTFs were given the option to bill or not to bill, but if they billed they had to do their best to comply with the (confusing) TMA policy.  The TMA policy is being revised, and SCRs to make programming changes in TPOCS have been submitted, and are being programmed.

3.  (TPCP) If multiple services are provided in the same clinic, is the MTF billing one service at a rate other than for the service provided?  For example, if Oncology Services and Hematology services are provided in the same clinic, is the MTF billing Oncology at the higher Hematology rate?


    Required answer:  No

    References:  UBO Manual, Chapter 4 (TPCP), para H 7:  For outpatient medical care, the MTF must use the appropriate clinic or procedure rate established annually by the Comptroller (Medical and Dental rates package for the FY in question).

    Explanation:  The rate billed is determined by the Medical Expense Performance Reporting System (MEPRS) code reported, which must correspond with the services provided.  If multiple services, such as oncology and hematology, are provided within the same clinic, there should be a separate MEPRS code for each, to allow billing at the appropriate rate for the services that were actually provided.  

4.  (TPCP) Is the MTF billing for Coumadin, and if so, do the services meet the definition of a visit?

    Required answer:  If billing for coumadin, answer must be Yes.  Note – answer must be Yes for ALL outpatient services billed.

    References:  DoD 6010.13-M (MEPRS Manual) - Visits entail interaction between a patient and a healthcare provider, involve evaluation and management services, and include documentation in the medical record.

    Explanation:  In order to bill for an outpatient service, the services must meet the criteria for a visit, and the services must be reported in MEPRS (and there must be a billing rate established for the services applicable to that MEPRS code).  The only rates authorized for use by MTFs are those published annually in the DoD Medical and Dental Rates package.  Per Office of the Assistant Secretary of Defense, Health Affairs, “OASD(HA)” policy memo to Service UBO Managers from DoD UBO Manager, dated 6 Aug 99, there is no rate specified for Coumadin Clinic Services.  Coumadin Clinic services are usually performed/workload accounted for in Cardiology (BAC) or Internal Medicine (BAA).  As such, the rates appropriate for that specific clinic apply if services meet the criteria for a visit.

5.  (TPCP) Is the MTF billing Dialysis as an APV (Ambulatory Procedure Visit)?

    Required answer:  No 

    References:  DoD Instruction 6025.8, APV, dated 23 Sep 96 and MEDCOM Memorandum, 19 Sep 96, APVs, TMA memorandum of 6 Aug 99, “Billing Guidance for Pain Management, Dialysis and Chemotherapy,” and DoD Medical and Dental Rates Package.

    Explanation:  The implementation of APVs requires the designation of ambulatory procedure units (APUs) within DoD guidelines for providing the intensive level of outpatient care associated with APVs.  APVs will be provided only in APUs.  Additionally, for a service to be billable as an APV, there must be a billing rate established for the clinic wherein the APV is to be provided (ref:  DoD Medical and Dental Services rates package).  Each MTF is required to have a facility specific list of medical and/or surgical interventions or other care appropriate for management as an APV.  Each MTF will establish APV patient selection and disposition criteria that will be made available to all appropriate health care staff.  So, if the services are, based on clinical guidelines, provided in an APU with an established clinic billing rate, and the care is within MTF, MEDCOM and DoD guidelines, it should be billed as an APV.  However, TMA memorandum of 6 Aug 99, signed by (then) Major Layman, DoD UBO Manager, states that if the APV rate were used for dialysis, it would be roughly 5 times the Medicare rate, and is, therefore, not billable as an APV.  As a result, she recommended that dialysis be set up as a separate cost center, separate from a clinic setting.  If dialysis meets the criteria for a nephrology visit, it is billable as a nephrology visit, if reported in MEPRS as such.  

6.  (TPCP) Are MTFs billing the correct clinic rates?

    Required answer:  Yes

    References:  DoD Medical and Dental Rates package for the FY in question.

    Explanation:  TPOCS is designed to prohibit MTFs from entering their own rates or changing the rates programmed, but not all MTFs have TPOCS.  Some are using PCN, which does allow them to program other than the DoD-established rates.  DoD policy prohibits MTFs using other than the DoD-established rates.

7.  (TPCP) Does the MTF bill Chemotherapy and Echocardiograms at the APV rate?

    Required answer:  Situation specific (see references and explanation).

    References:  Until 6 Aug 99, when the DoD UBO Manager published the billing guidance on Pain Management, Dialysis and Chemotherapy, there was no guidance/policy prohibiting billing some forms of chemotherapy as an APV.  However, in order for chemotherapy to have been billable as APVs prior to this memo, the services must have been provided in an APU, and the APU must have been on a MTF command-approved list of APUs.  

    Explanation:  A rate has been established for chemotherapy, entitled - Vascular and Interventional Radiology, MEPRS code BBM, at $724.00, effective 1 Oct 00.  The DoD UBO Manager, in the 6 Aug 99 billing guidance memo, indicated that some forms of chemotherapy (those requiring an APU, and having supporting medical record documentation), are billable as an APV.  Those that do not meet the criteria for performance in an APU are billed at the clinic visit rate.  Whether to bill echograms as an APV is a clinical decision that has to be made based on published criteria for an APV (referenced in Answers to #5 above).  NOTE - EKG's (electrocardiograms) are normally classified as ancillary services, and can only be billed if ordered by an external provider and the services are provided by the MTF.

8.  (MSA) Is the MTF billing Medicare for civilian emergencies at the full rate or the interagency rate?

    Required answer:  Interagency rate (IAR).

    References:  Billing Procedures for Medicare Eligibles, from the UBO Web Page (updated 29 Apr 99).  As a courtesy to the civilian ER patient, the MTF may bill their insurance.  When Medicare is primary, the MTF bills Medicare at the Interagency Rate (IAR).  Ref:  UBO Manual, Apr 97, Chapter 3, para 8, "The MSA office shall bill Medicare at the interagency rate." 

    Explanation:  The MTF bills the civilian emergency patient at the full rate, whereas they bill Medicare at the IAR.  Using PATCAT K641, Social Security beneficiary, CHCS bills at the IAR; the MTF can use it to bill Medicare on behalf of civilian emergency patients.

9.  (MSA) When a civilian emergency is admitted through the ER or APV, is the MTF billing the ER/outpatient charges separately from the inpatient stay, or are they treating the ER/APV services as included in the inpatient charges?

    Required answer:  Workload and costs for an APV and ER visit are accounted for separately from the inpatient admission; they are not rolled up into the DRG.  The outpatient encounter must be manually added to the inpatient claim before submitting the claim to the Medicare Fiscal Intermediary.

   References/explanation:  TMA guidance dated 5 Sep 00, on the UBO Web, "Billing Guidance for Inpatient Admissions from ER and APU," dated 5 September 2000:  “The 3-day payment window does not apply to DoD because we are a non-PPS hospital and do not participate in Medicare.  Workload and costs for an APV and ER visit are accounted for separately from the subsequent inpatient admission; they are not rolled up into the DRG.  The outpatient encounter must be manually added to the inpatient claim before submitting the claim to the Medicare Fiscal Intermediary.”  Prior to 5 Sep 00:  Message to all PADs as change to DRAFT AR 40-400, dated 7/31/97, “If billing Medicare, the determination as to whether there is one bill (DRG includes the ER visit) or there are two separate bills, requires application of the 3-Day Payment Window (formerly the 72-hour rule).  This rule prohibits billing Medicare for the ambulatory/ER visit/APV separately from the admission when the patient is admitted to the MTF within 72 hours of the ambulatory care.”  If billing patient – email from LCDR Kelley, former DoD UBO Manager, dated 9/16/96:  “For a patient that has an ER visit, ambulatory visit or Ambulatory Procedure Visit (APV) and admission on the same day, the ER visit/amb visit/APV and the admission are billed separately for MSA as well as for the TPCP.”  This guidance was disseminated to Army MTFs in the CV on 18 Sep 96.

10.  (MSA/TPCP) Are quarterly audits of the billing office (by a qualified, disinterested individual) being performed?

     Required Answer: "The MTF commander shall also appoint a disinterested officer, NCO in the grade of E-7 or above, or a civilian of comparable grade, to audit and evaluate the MTF business office each fiscal quarter."

     Reference:  DoD 6010.15-M, April 1997 (UBO Manual), Chapter 2, para B3.

11.  (MSA) Are processes in place to identify Medicare-eligible, civilian emergency patients?

     Required answer:  Yes

     References: DoD UBO Manual; Army MSA Manual.

12.  (MSA) Are processes in place to ensure correct SSNs are obtained and recorded (in the event a pseudo SSN has to be initially used) for all civilian emergency patients?

     Required answer:  Actual SSNs are required if the account is transferred to DFAS for collection.

     References:  Army MSA Manual.

13.  (MSA) Are processes in place to ensure Medicare-eligible civilian emergency patients are billed at the appropriate rate (patient is billed at the Full rate, whereas the Medicare FI is billed at the Interagency rate)?

     Required answer:  Yes

     Reference:  Army MSA manual

     Explanation:  If an incorrect PATCAT is documented on admission, the incorrect billing rate will be produced when the bill is generated.

14.  (MSA) Is there an established procedure for follow-up on status of payment on Medicare claims?

      Required answer:  Yes

      References:  DoD UBO Manual; Army MSA Manual; DoD UBO web.

15.  (MSA) Are processes in place to identify civilian emergency state Medicaid recipients?

     Required answer:  Yes

     Reference:  Army MSA Manual

16.  (MSA) Is the state Medicaid program billed for civilian emergency, Medicaid-eligible patients?

     Required answer:  Yes

     Reference:  Army MSA Manual     

     Explanation:  Some state Medicare programs have provisions for payment of emergency room services to non-participating providers.  Most state Medicaid programs require a signed participation agreement with the MTF before they will reimburse for ER services.

APPENDIX  G-2

Management Control Checklist

8 February 2006

In accordance with current MEDCOM DQ standards, an annual review of the UBO & Coding Compliance plan and an evaluation of the MTF’s adherence to the established plan must be performed.  The following UBO & Coding Management Control Checklist will be utilized to perform this annual review.  The UBO & Coding Compliance Committee will initiate the review process each July to be completed by 30 September.  The completed report will be reviewed and accepted by the Committee in its October meeting and the findings recorded within the minutes.  The UBO & Coding Compliance Officer will maintain the record copy of the checklist.  

Instructions:  Indicate yes or no in appropriate column.  Responses in the grayed areas require an explanation on a separate sheet to be attached to the Checklist.

William Beaumont Army Medical Center

Uniform Business Office and Coding Compliance 

Internal Management Controls
Ethical Guidelines

	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1.
	Have all UBO, MRAB and Departmental coding employees been oriented on the ethical requirements as set forth in the WBAMC UBO Coding Compliance Plan?
	
	
	
	

	2.
	Have all Third Party Collection Program employees been properly oriented on and instructed to follow the business rules and procedures outlined in Appendix D of the WBAMC UBO Coding Compliance Plan; the procedures as outlined in DoD 6010.15-M., Uniform Business Office Manual, Chapters 4 & 5; and AR 40-400, Patient Administration, Chapters 13 and 14?
	
	
	
	

	3.
	Have all Medical Services Accounts employees been properly oriented on and instructed to follow the procedures as outlined in DoD 6010.15-M, Chapters 3 and 6; and AR 40-400, Chapters 11 and 12?
	
	
	
	

	4.
	Have all Coding employees been properly oriented on and instructed to follow the official coding guidelines promulgated by CMS (formerly HCFA), the National Center for Health Statistics, the American Medical Association and the American Health Information Management Association as prescribed by DHHS in The Office of the Inspector General’s Compliance Program Guidance for Hospitals, Chapter 2, and as outlined in Appendix C of the WBAMC UBO Coding Compliance Plan?
	
	
	
	

	5.
	Have all UBO, MRAB, and coding employees (and hospital clinic staff) been properly oriented and instructed to become watchful for the areas of risk, concern, fraud and abuse as outlined in Appendix E of the WBAMC UBO Coding Compliance Plan?
	
	
	
	


	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	6.
	Have all UBO, MRAB, and coding employees (and hospital clinic staff) been properly oriented and instructed to follow the Basic Obligation of Public Service as outlined in Appendix B-1 of the WBAMC UBO Coding Compliance Plan?
	
	
	
	

	7.
	Is a signed and dated copy of the Basic Obligation of Public Service maintained in each applicable employee’s personnel folder, indicating the employee’s notification of and orientation to this requirement?
	
	
	
	

	8.
	Per the WBAMC HIPAA Compliance Officer and the UBO Compliance Officer, during the past twelve months, have there been instances of disclosure of information that violated the privacy rights of a patient?
	 
	
	
	

	9.
	During the past twelve months, has PAD or the UBO Compliance Officer failed to respond promptly to an employee or patient complaint concerning the coding or billing process?
	
	
	
	

	10.
	Is the UBO Compliance Officer aware of any instances during the past twelve months, involving non-compliant conduct and/or activity?
	
	
	 
	

	11.
	Is the UBO Compliance Officer aware of any instances during the past twelve months involving any WBAMC employee failing to report known non-compliant conduct and/or activity?
	
	
	
	

	12.
	During the past twelve months, did the UBO Compliance Officer become aware of any instances of supervisors who were aware or should have been aware of non-compliant conduct or activity and failed to correct deficiencies?
	
	
	
	

	13.
	Has the Compliance Officer in conjunction with the Center Judge Advocate and the Hospital Compliance Committee developed a written policy statement outlining suggested disciplinary actions for non-compliance with the WBAMC UBO Coding Compliance Plan?
	
	
	
	


Training and Education

	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1(a)
	During inprocessing, did all new employees involved with the UBO/Coding & Billing process receive an initial training session which covers the topics and guidance set forth in the WBAMC UBO Coding Compliance Plan before they began their assigned duties? 
	
	
	
	

	1(b)
	Is completion of initial training session described above documented in applicable employees' Competency Assessment Files (CAFs)?
	
	
	
	

	2(a)
	Do all current WBAMC Coding & Billing employees attend semi-annual UBO compliance training as defined in Appendix F of the WBAMC UBO Coding Compliance Plan?
	 
	
	 
	

	2(b)
	Is completion of the semi-annual training described above documented in applicable employees' CAFs?
	 
	
	
	

	3(a)
	Do the Clinical Staff, Interns, Residents and other non-privileged practitioners receive training and education in coding and documentation?
	
	
	
	

	3(b)
	Is completion of the coding and documentation training described above documented in applicable employees' CAFs?
	
	
	
	

	4.
	Is Data User training and education provided by IMD during initial CHCS/ADM user training?  
	
	
	
	

	5.
	Does the Managed Care Division (MCD) provide an outline of available data sets and services provided by the Decision Support Branch to the providers?
	
	
	
	

	6.
	Does PAD provide coding and documentation 

assistance as required?


	
	
	
	

	1.
	Do the UBO Manager and MSA Officer review and document adherence to the Minimum Internal Controls as outlined in DoD 6010.15-M, Chapter 4 at least semiannually?


	
	
	
	

	2.
	Does the WBAMC Management Control Program Administrator include the Management Control Evaluation Checklists as outlined in AR 40-400, Appendix C, as part of WBAMC’s Management Control Process (pursuant to AR 11-2, Management Control)?


	
	
	
	

	3.
	Is the WBAMC Uniform Business Office Compliance Audit Checklist, Appendix G, completed quarterly by an appointed disinterested individual?
	
	
	
	


	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	4.
	Does the Chief, MRAB evaluate coding and documentation as outlined in Appendix C? The results and recommendations will be presented to the UBO and Coding Compliance Committee for review and follow-up action/recommendations.


	
	
	
	

	5.
	Are the results and recommendations for the coding and documentation evaluations presented to the UBO and Coding Compliance Committee for review and follow-up action/recommendations?
	
	
	
	

	6.
	Are external audits of coding and documentation processes performed semi-annually utilizing either MEDCOM resources or contract auditors? The PAD will coordinate audit scheduling and results through the Internal Review & Audit Compliance Office.


	
	x
	
	

	7.
	Does PAD coordinate audit scheduling and results through the Internal Review & Audit Compliance Office?
	
	
	
	

	8(a)
	Are quarterly reviews performed by the DRG/ADM Record Coordinator on at least one OIG Target DRG pair listed on the Special Fraud Alert?  Attach the results of the last four quarters.
	
	
	
	

	8(b)
	Are these findings forwarded to the Chief, Medical Record Admin Branch and the Chief, Patient Administration Division for corrective action, if necessary?
	
	
	
	

	9.
	Are all billable inpatient treatment records reviewed by the DRG/ADM Record Coordinator for coding accuracy?  Attach results of last three months.
	
	
	
	

	10.
	Are at least ten outpatient encounters per clinic reviewed each month for coding accuracy and the results included in the facility’s Data Quality Management Control Program?
	
	
	
	

	11.
	Are audits routinely performed to ensure that claims comply with OIG requirements?
	
	
	
	


Audit and Evaluation

UBO Compliance Officer and UBO Compliance Committee

	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1.
	Has the position of UBO Compliance Officer been appointed in writing by the Chief of Staff?  
	
	
	
	

	2.
	What is the name and title of the person appointed as the UBO Compliance Officer?
	
	
	 
	

	3.
	Has a UBO and Coding Compliance Committee been formed with its members appointed in writing?


	
	
	
	

	4.
	What are the names and titles of the members of the UBO Compliance Committee?  Attach list of names.
	
	
	
	

	5.
	Did the WBAMC UBO & Coding Compliance Committee meet monthly during the past 12 months?
	
	
	
	

	6.
	Did the Committee have a quorum and were the minutes of the meeting recorded?
	
	
	
	

	7.
	Did the Committee meet its stated goals and objectives in the following key areas during the previous 12 months?
	
	
	
	

	7(a)
	-  Compliance Education and Training


	
	
	
	

	7(b)
	-  Compliance Violation Reporting and Resolution
	
	
	
	

	7(c)
	-  Auditing and Monitoring of WBAMC UBO Compliance
	
	
	
	

	7(d)
	-  Promotion of effective line of communications for UBO Compliance
	
	
	
	


Uniform Business Office

	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1(a)
	Is the Chief, Uniform Business Office certified/credentialed in the field of Health Information Management/Technology/Coding?
	
	
	
	

	1(b)
	What is the name of the Chief, Uniform Business Office?
	
	
	
	

	1(c)
	What is the certification/credential held by the Chief, Uniform Business Office?
	
	
	 

	2(a)
	How many full-time equivalent inpatient billers does the facility employ?

G = GS     C = Contract
	G      


	C

   
	
	 

	2(b)
	How many of the inpatient billers are certified/credentialed in the field of Health Information Management/Technology/Coding?

G = GS     C = Contract
	G      

 
	C

   
	
	 

	2(c)
	How many full-time equivalent outpatient billers does the facility employ?

G = GS     C = Contract
	G      


	C

   
	
	 

	2(d)
	How many of the outpatient billers are certified/credentialed in the field of Health Information Management/Technology/Coding?

G = GS     C = Contract
	G      


	C

   
	
	 

	3(a)
	If the facility employs contract billers, has a Contract Compliance Officer been appointed to monitor contract billers’ compliance and adherence to contract specifications?
	
	
	
	 

	3(b)
	What is the name of the billing Contract Compliance Officer?
	
	
	 

	3(c)
	Is the billing Contract Compliance Officer certified/credentialed in the field of Health Information Management/Technology/Coding?
	
	
	
	 

	3(d)
	What is the certification/credential held by the billing Contract Compliance Officer?
	
	
	 


Medical Records Administration Branch

	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1(a)
	Is the Chief, Medical Records Administration Branch certified/credentialed in the field of Health Information Management/Technology/Coding?
	
	
	
	

	1(b)
	What is the name of the Chief, Medical Records Administration Branch?
	
	
	
	

	1(c)
	What is the certification/credential held by the Chief, Medical Records Administration Branch?
	
	
	
	

	2(a)
	Is the Supervisory Medical Record Technician certified/credentialed in the field of Health Information Management/Technology/Coding?
	
	
	
	

	2(b)
	What is the name of the Supervisory Medical Record Technician?
	
	
	

	2(c)
	What is the certification/credential held by the Supervisory Medical Record Technician?
	
	
	

	3(a)
	How many full-time equivalent inpatient coders does the facility employ?

G = GS     C = Contract
	G      


	C

   
	
	

	3(b)
	How many of the inpatient coders are certified/credentialed in the field of Health Information Management/Technology/Coding?

G = GS     C = Contract
	G


	C

   
	
	

	3(c)
	How many outpatient coders does the facility employ?     G = GS     C = Contract
	G      


	C


	
	

	3(d)
	How many of the outpatient coders are certified/credentialed in the field of Health Information Management/Technology/Coding?

G = GS     C = Contract
	G


	C


	
	

	4(a)
	If the facility employs contract coders, has a Contract Compliance Officer been appointed to monitor contract coder compliance and adherence to contract specifications?
	
	
	
	

	4(b)
	What is the name of the coding Contract Compliance Officer?
	
	
	

	4(c)
	Is the coding Contract Compliance Officer certified/credentialed in the field of Health Information Management/Technology/Coding?
	
	
	
	

	4(d)
	What is the certification/credential held by the coding Contract Compliance Officer?
	
	
	

	5.
	Is there a signed and dated copy of the Standards of Ethical Coding for each coding employee filed in the respective employee’s personnel folder?
	
	
	
	

	6(a)
	Were all claim denials due to coding discrepancies for the past 12 months reviewed by the DRG/ADM Record Coordinator and ADM Medical Record Technician? Location of documentation for period.
	
	
	
	


	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	6(b)
	Are records maintained to ensure that employees responsible for code assignments review all claims denied (in part or total) based on the codes assigned?   Location of documentation for period
	
	
	
	

	7.
	Are up-to-date reference materials provided (electronic or paper) and maintained for all coding employees including, at a minimum:
	
	
	
	

	7(a)
	ICD-9-CM Coding Book – Hospital Version – Volumes I, II, and III – updated semi-annually (April and October)?
	
	
	
	

	7(b)
	Faye Brown’s ICD-9-CM Coding Handbook with Answers – current year?
	
	
	
	

	7(c)
	American Hospital Association Coding Clinic – updated quarterly?


	
	
	
	

	7(d)
	Dorland’s Medical Dictionary – current year?


	
	
	
	

	7(e)
	Procedural Cross Coder – latest edition?


	
	
	
	

	7(f)
	Physician’s Desk Reference – latest edition?


	
	
	
	

	7(g)
	The Merck Manual – latest edition?


	
	
	
	

	7(h)
	Pharmaceutical Word Book – latest edition?


	
	
	
	

	7(i)
	Current Procedural Terminology (CPT) Profession Edition – current year?
	
	
	
	

	7(j)
	 ICD-9-CM International Classification of Diseases – Physician – current year?
	
	
	
	

	7(k)
	CPT Changes – An Insiders View – current year?


	
	
	
	

	7(l)
	Coders Desk Reference for Procedures – current year?


	
	
	
	

	7(m)
	CPT Assistant – updated monthly?


	
	
	
	

	7(n)
	Principles of CPT Coding – latest edition?


	
	
	
	

	7(o)
	HCPCS Level II Expert – current year?


	
	
	
	

	8.
	Are 100% of all billable encounters reviewed within 17 days of the encounter and prior to billing?
	
	
	
	


Data Quality Management Control Program (DQMCP)
	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1(a)
	Each month, was a random sample of at least 30 records reviewed to determine the percentage with the correct DRG codes and related data elements?  And, were the results of each monthly review included in the monthly DQMCP Review Checklist and Commander’s Statement?  Indicate location of documentation for period.
	
	
	
	

	1(b)
	Does the DRG Coordinator review 100% of the inpatient billables after coding before forwarding to the physician on a monthly basis?  Indicate location of documentation for period
	
	 
	
	

	2.
	Each month, was a random sample of at least 30 records reviewed to determine the percentage with correct E&M codes?  And, were the results of each monthly review included in the monthly DQMCP Review Checklist and Commander’s Statement?  Indicate location of documentation for period.
	
	
	
	

	3.
	Each month, was a random sample of at least 30 records reviewed to determine the percentage with correct ICD-9-CM codes and related data elements?  And, were the results of each monthly review included in the monthly DQMCP Review Checklist and Commander’s Statement?   Indicate location of documentation for period
	
	
	
	

	4.
	Each month, was a random sample of at least 30 outpatient records reviewed to determine the percentage with correct CPT codes and related data elements?  And, were the results of each monthly review included in the monthly DQMCP Review Checklist and Commander’s Statement? Indicate location of documentation for period.
	
	
	
	


	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	5.
	Each month, was a random sample of at least 30 outpatient records reviewed (for Non-Active Duty, only) to determine the percentage that contained completed and current DD Form 2659s (Third Party Collection Insurance Information)? And, were the results of each monthly review included in the monthly DQMCP Review Checklist and Commander’s Statement? Indicate location of documentation for period.
	
	
	
	

	6.
	Was the percentage of outpatient encounters, other than Ambulatory Procedure Visits (APVs) that were coded within 3 business days of the encounter monitored each month, and the results included in the DQMCP Review Checklist and Commander’s Statement?  Indicate location of documentation for period.
	
	
	
	

	7.
	Was the percentage of Ambulatory Procedure Visits (APVs) that were coded within 15 days of the encounter monitored each month, and were the results included in the DQMCP Review Checklist and Commander’s Statement?  Indicate location of documentation for period.
	
	
	
	

	8.
	Was the percentage of inpatient records that were coded within 30 days after discharge monitored each month, and the results included in the DQMCP Review Checklist and Commander’s Statement?  Indicate location of documentation for period.
	
	
	
	


Third Party Collection Program (TPCP) Business Rules

	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1.
	Have the policies and procedures outlined in DoD 6010.15-M, MTF Uniform Business Office (UBO) Manual been implemented?
	
	
	
	

	2.
	Have specific business rules regarding implementation of the UBO Program been established?
	
	
	
	

	3.
	Has the UBO TPCP aggressively implemented Medical Services Account (MSA), Third Party Collection (TPC), and Medical Affirmative Claims (MAC) activities by providing adequate resources, leadership, training and support?
	
	
	
	

	4.
	Does the UBO TPCP aggressively pursue best practices in accordance with DoD and Service guidelines and implement business process improvements with expected positive return on investment?
	
	
	
	

	5.
	Are up-to-date reference materials provided and maintained for all billing employees including, at a minimum:
	
	
	
	

	5(a)
	Current DoD UBO policies?


	
	
	
	

	5(b)
	Current Service/MTF UBO policies?


	
	
	
	

	5(c)
	Current Coding Guidelines?


	
	x
	
	

	5(d)
	Compliance Guidelines?


	
	
	
	

	6.
	Does the UBO TPCP have an established training program for UBO personnel, check Service and DoD web sites on a regular basis for up-to-date information, and utilize various resources to maintain necessary education level of performance of duties?
	
	x
	
	

	7.
	Is there an established training program on UBO operations for MTF personnel, patients, payers and any other customers identified?
	
	X
	
	

	8.
	Does the UBO TPCP maintain separation of billing and collecting duties?
	
	
	
	

	9.
	Are all revenues collected from third party payers used to enhance healthcare services in compliance with 10 U.S.C. 1095?
	
	
	
	

	10.
	Are periodic reports submitted to higher headquarters as required?


	
	
	
	

	11.
	Has the TPC Program been implemented to include the following:


	
	
	
	

	11(a)
	Program Awareness?


	
	
	
	

	11(b)
	
	
	
	
	


	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	11(c)
	Filing claims with third party payers?


	
	
	
	

	11(d)
	Collecting and depositing funds?


	
	
	
	

	11(e)
	Reporting TPC Program statistics?


	
	
	
	

	12.
	Is there a written policy in place with the third party collections office that prohibits changing /re-sequencing of codes by patient accounting personnel without concurrence by the DRG/ADM Record Coordinator or ADM MRT?
	
	
	
	

	13.
	Does the facility perform coding quality review (internal or external) on a regular basis which include review of the medical record or available documentation to determine accurate code assignment with subsequent comparison with the UB-92 or CMS 1500 claim form to determine accurate billing?  Indicate location of documentation for period.
	
	
	
	

	14.
	Is the information obtained for pre-certification / 

pre-registration documented?
	
	
	
	

	15.
	Is there evidence that every effort is made to submit claims electronically unless cost-benefit analysis indicates otherwise?
	
	
	
	

	16.
	Are all inpatient claims prepared and sent to the third party payer within 10 business days following completion of the medical record?
	
	
	
	

	17.
	Are all outpatient claims prepared and sent to the third party payer within 7 days after the outpatient encounter information for billing is obtained?
	
	
	
	

	18.
	Are records maintained for 6 years from the time of claim submission as outlined in the WBAMC UBO Coding Compliance Plan?
	
	
	
	


Fraud, Waste, and Abuse

	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1.
	If any of the following questions are answered “Yes”, attach a report indicating the offense and corrective action taken.

During the past 12 months were there any instances of:
	
	
	
	

	1(a)
	Billing for items or services not actually rendered?  


	
	 
	
	

	1(b)
	Using a billing code that provides a higher payment rate than the billing code for the services actually furnished (Upcoding)?  
	
	 
	
	

	1(c)
	Using a DRG code that provides a higher payment rate than the DRG code that accurately reflects the service furnished (DRG Creep)?
	
	
	
	

	1(d)
	Billing for outpatient services rendered in connection with inpatient stays?  
	
	
	
	

	1(e)
	Failing to meet the teaching physician and resident requirements for teaching hospitals?  
	
	 
	
	

	1(f)
	Duplicate billing?  


	
	
	
	

	1(g)
	Submitting bills piecemeal or in fragmented fashion to maximize reimbursement (Unbundling)?  
	
	
	
	

	1(h)
	Billing for discharge in lieu of transfer?  


	
	
	
	

	1(i)
	Improprieties as outlined in special fraud alerts?  


	
	
	
	

	1(j)
	Using improper DoD billing rates?  


	
	
	
	

	1(k)
	Assigning inapplicable diagnoses or procedure codes for ancillary procedures?  
	
	
	
	

	1(l)
	Charging for services without appropriate physician documentation or substantiation?  
	
	
	
	

	1(m)
	Billing for services without an established rate?

	
	
	
	

	1(n)
	Billing clinic visits as same day surgeries?  


	
	
	
	

	1(o)
	Improperly accepting payment from Medicare supplemental carriers for Part B outpatient services?
	
	
	
	

	1(p)
	Billing Medicare HMOs for other than civilian emergencies (and at an incorrect rate)?  
	
	
	
	

	1(q)
	Improperly bundling pharmaceutical charges – all while steadfastly refusing to refund payers?  
	
	
	
	


	No.
	Question
	Yes
	No
	Name and Initials of Individual(s) Responsible for Oversight
	Comments

	1(r)
	Commingling third party and medical service account funds to conceal over collected accounts and posts over paid funds to other partially paid or denied claims?
	
	
	
	

	1(s)
	Destroying years of partially paid or otherwise improperly denied claim documentation or accounts receivables (6 year statute of limitations)?
	
	
	 
	

	1(t)
	Impeding investigations?


	
	
	
	

	1(u)
	Hospital administration overlooking or disregarding, defending and affirmatively concealing the hospital’s illegal billing practices?
	
	
	
	

	1(v)
	Failure to implement or follow appropriate internal management controls as outlined in the WBAMC UBO Coding Compliance Plan?
	
	
	
	


Appendix H

UBO & Coding Compliance Officer and UBO & Coding Compliance Committee

Designation of the UBO & Coding Compliance Officer will be accomplished, in writing, by the Chief of Staff.  The UBO & Coding Compliance Officer should be a senior staff member with knowledge of the UBO process, coding process and medical record activities.  In order to maintain effectiveness and objectivity, the UBO & Coding Compliance Officer should be independent from the daily decision making process within the UBO billing & Coding functions.  The activities of the UBO & Coding Compliance Officer would include:

· Ensuring that billing and coding is accomplished accurately and timely.

· Ensuring that internal/external audits are accomplished.

· Conducting preliminary investigations.

· Meeting regularly with the UBO & Coding Compliance Committee.

· Ensuring that UBO & Coding staff education and training requirements are accomplished.

· Periodically revising the UBO & Coding program as changes in the organization, law or policy occur.

· Ensuring that all UBO participants are made aware of the requirements of the compliance plan.

The formation of a UBO and Coding Compliance Committee raises awareness of the importance of the compliance program and spreads the type of ethical behavior required to make the program successful.  Committee members will be representative of all of the MTF functional areas that have impact on the UBO or Coding role to ensure diversification of ideas. The committee’s responsibilities should include (and are not limited to):

-     Analyzing the UBO & Coding environment and the legal requirements.

-     Assessing existing policies and procedures that can be incorporated into the  compliance plan.

-     Working with hospital departments and services to develop standards of conduct and policies to promote compliance and develop effective lines of communication.

-     Recommending and monitoring the development of internal systems and controls as part of the UBO & Coding daily operations.

 -     Determining the appropriate strategy/approach to promote adherence to the compliance plan and detection of any potential violations (i.e. fraud reporting mechanisms)

-    Developing a system to solicit, evaluate and respond to complaints and problems.

-    Reviewing and approving coding, documentation, billing and other related compliance training and education programs.

· Developing a process for reviewing all inquiries concerning non-compliance and determining whether a compliance issue exists.

·  Reviews results of internal and external audits.  Develops, recommends corrective actions and conducts follow up reviews on recommended corrective actions. 

Appendix I

Selected Acronyms and Definitions

AHIMA:  American Health Information Management System

AHA:  American Hospital Association

AMA:  American Medial Association

APV:  Ambulatory Procedure Visit

AR:  Army Regulation

CAD:  Coronary Artery Disease

CAF:  Competency Assessment File (One for each WBAMC employee)

CHAMPUS:  Civilian Health and Medical Program of the Uniformed Services

   - now, formally known as the TRICARE Management Activity

CHCS:  Composite Health Care System

Consult:  When a physician provides an opinion or advice regarding a certain patient at the request of another physician (different from a referral – because 1st physician does not transfer control of patient to 2nd physician)

CMS:  Centers for Medicare and Medicaid Services (formerly HCFA)
CPT:  Current Procedural Terminology (CPT) Code

CVA:   Cardiovascular Accident 
DD Form 2569:  Form used to obtain patients’ health insurance information

DHHS:  Department of Health and Human Services

DNR:  Do Not Resuscitate
DOD:  Department of Defense

DQ:  Data Quality

DQMCP:  Data Quality Management Control Process ???

DRG:  Diagnostic Related Group

E-Codes:  ICD-9-CM codes for injuries
E&M Code:  Evaluation and Management Code

EKG:  Echocardiogram

EOB:  Explanation of Benefits (from an insurance company)

GME:  Graduate Medical Education

GPRMC:  United States Army, Great Plains Regional Medical Command

HCFA:  Health Care Financing Administration (replaced by CMS)

HCPCS:  Healthcare Common Procedure Coding System

HHS:  Health and Human Services (Department of…)

HIPAA:  Health Insurance Portability and Accountability Act of 1996

HMO:  Health Maintenance Organization

IBWA:  Industry-Based Workload Alignment

ICD-9:  International Classification of Diseases, 9th Revision
ICD-9-CM:  International Classification of Diseases, 9th Revision, Clinical Modification

ITR:  Inpatient Treatment Record

JCAHO:  Joint Commission on Accreditation of Healthcare Organizations          

MAC:  Medical Affirmative Claims

Master Problem List (DA Form 5571).

MEDCEN:  Medical Center (or WBAMC)

MEPRS:  Medical Expense Performance Reporting System
MEPS:  MEDCEN Education and Personnel System
MRAB:  Medical Records Administration Branch

MRT:  Medical Record Technician

MSA:  Medical Services Account

MSAO:  Medical Services Account Officer

MTF:  Military Treatment Facility
MEDCOM:  United States Army, Medical Command

O&M:  Operations and Maintenance

OASD(HA):  Office of the Assistant Secretary of Defense, Health Affairs
OHI:  Other health insurance

     - Health insurance plans other than Medicare, Medicaid, CHAMPUS, CHAMPUS supplemental plans, and income (or wage) supplemental plans

OIG:  Office of the Inspector General

OPM:  United States Office of Personnel Management

PAD:  Patient Administration Division

PASBA:  Patient Administration Systems and Biostatistics Activity (PASBA).

SF 558:  Medical Record-Emergency Care and Treatment Record
Smart Book:  Clinic Clerk/Receptionist Administrative Responsibilities “Smart Book”

SMRT:  Supervisory Medical Record Technician

STANFINS:  Standard Finance System

TMA:  TRICARE Management Activity

TPC:  Third Party Collection

TPCP:  Third Party Collection Program

TPOCS:  Third Party Outpatient Collection System

TRICARE:  Relating to healthcare issues for all DOD Services (Army, Navy, Air Force) 

UBO:  Uniform Business Office

UHDDS:  Uniform Health Definition Data Set

VA:  Veteran’s Administration

WBAMC:  William Beaumont Army Medical Center
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Appendix E-1


FRAUD AND ABUSE


History:


OBRA - Omnibus Budget Reconciliation Act of 1989, Section 1128, (Medicare and Medicaid Patient and Program Protection Act, 42 USC 1320 A-7B)


This Act defines False Claims as knowingly making or causing to be made a false statement or misrepresentation on any claim to the United States or any agency for payment.


A penalty of up to five years' imprisonment and /or up to a $25,000 fine can be applied.


HIPAA - Health Insurance Portability and Accountability Act of 1996 


The provisions of this Act are to improve the Medicare and Medicaid programs and the efficiency and effectiveness of the health care system in general by encouraging the use of electronic methods for transmission of health information through the establishment of standards and requirements for covered electronic transmissions.


Amended civil monetary penalties of abuse from $2,000 to a maximum penalty of $10,000 per claim.  Damages are calculated at up to three times the government's damages.


Definition:


 Fraud - An act to intentionally deceive or misrepresent what is known to be false that could result in unauthorized benefit(s).


Examples:


· Incorrect coding


· False charges and unbundling


· Billing for services not rendered


· Altering claims for higher reimbursement


· Billing for date of service not provided


Examples of Medical/Surgical Fraud:


Medical Fraud:


· Office level code without supportive documentation


· Observation services billed as inpatient care


· Inappropriate E&M assigned to bill


Surgical Fraud:


· Unbundling post operative care


· Billing for surgical supplies


· Billing separate H/P day on the day of surgery


Definition: Abuse


Identified pattern or incident of inconsistent business or medical practice that results in inappropriate payment, resource utilization, excess charging or unnecessary service.


Examples:


· Same E&M codes for most visits


· Excessive charges


· Continuous billing of unnecessary services


· Violation of contractual agreement with third parties



